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OFFICE OF THE FAMILY AND CHILDREN’S OMBUDS
6840FORT DENT WAY, UITE 125
TUuKWILA, WA 98188

(20643938707 (8005717321 FAX (206)4393877

November 2018
To the Residents of Washington State:

| am pleased to submit the 2018 Annual Report of the Office of hami | y and Crhhis | dr end s
report provides an accounf OF COd s act iberil,2012te Aujust@IN2083eCR thanks

the parents, youth, relatives, foster parents, professionals and others whdeirczaiddrns to our

attention.We take their trust in our office most seriously.

Duringthis reporting perio@FCO received 901 complaints, anthpleted 923 complaint investiigns
regarding 870 familieds in 2017 he separation and reunification of families and agency conduct and
services were hy far the most frequadeiytifiedissues in complaintk addition to complaint
investigations, OFCO monitors practices and procedures within the child welfare system and makes
recommendations to batserve children and famili€dystemic issues discussed in this report include:

1 Theongoing use of hotels as emergency placements for children in state care and the need for a
continuum of placement resources;

1 Foster care andvolvement irthe criminal justice system;

1 Meeting the educational needs of youth in out of home care; and

1 Enhancing parenthild and sibling visits.

In July 2018, the Department of Children Youth and Families (DCYF) assumed the duties and responsibilities o
the Department of Early Learnimg@ Chi | dr e n & & 204%Jonienilé Rehabiléation @i join

DCYF. Integrating early learning, child welfare and juvenile justice in one agency will better align services and
improve outcomes for ctiten and familiesThe DCYF will be data driven with specific outcome measures related
to child safety ahwellbeing. Legislation establishing the DCYF also creates an independent Oversight Board to
increase transparerayd ensure that the DCYF achieves the stated outcomes and complies with laws, rules,
policies and procedures pertaining to early leguviagile rehabilitation, juvenile justice,ciidren and family
servicesRestructuring our child welfare system presents a unique opportunity to improve service delivery and
outcomes for children and families.

On behalf of all of us atthe Offioef t he Family and Childrends Ombuds,
our work. | am grateful for the leadership and dedication of those working to improve the welfare of children an
families and for the opportunity to serve the residents omgtashState.

Sincerely,

Patrick Dowd, JD
Director Ombud
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EXECUTIVE SUMMARY

The OFFI CE OF THE FAMILY AND CHI LDREN'S OMBUDS (O
to ensure that government agencies respond appropriately to children in aksthte protection,

children residing in state care, and children and families under state supervision due to allegations or

findings of child abuse or neglecthe office also promotes public awareness about the child protection

and welfare system, anetcommends and facilitates brodshsed systemic improvements

This report provides an ac c octvids franfSep@m@A, 201 comp | ai
through August 31, 2@ as well asecommendations to improve the quality of state sems for
children and families

CORE DUTIES

The following duties and responsibilities of the Ombuds are set forth in state'laws:

Respond to Inquiries:

Provide information on the rights and responsibilities of individuals receiving family and children
servicesjuvenile justice, juvenile rehabilitation, and child early learnarg] on the procedures for
accessing these services

Complaint Investigation and Intervention:

Il nvestigate, upon the Ombuds’ @dministiative dctialkegedte e or r
be contrary to law, rule, or policy, imposed without an adequate statement of reason, or based on

irrelevant, imnaterial, or erroneous groundsThe Ombuds also has the discretion to decline to

investigate any complaint

System Oversight and Improvement:

1 Monitor the procedures as established, implemented, and practiced byp#pmartment of
Children, Youth, and Families (DQ@Fgarry out its responsibilities in delivering family and
children's serviwkekesntapprepgeiratefamdl| eéesure c¢h
safety;

1 Review periodically the facilities and procedures of state institutions serving children, and state
licensed facilities or residences;

1 Review child fatalities and near fatalities when the injurgleath is suspected to be caused by
child abuse or neglect and the family was involved with@Department during the previous 12
months;

1 Recommend changes in law, policy and practice to improve state services for families and
children; and

1 Review notificabns fromDCY Fegarding a third founded report of child abuse or neglect,
within atwelve-month period, involving the same child or family

1RCW 43.06A and RCW 26.44.030.
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Annual Reports:
1 Submit an annual report to thBCYF Oversight Boaadd to theGovernor analyzing the work of
the office including recommendations; and
1 Issue an annual report to theegislature on the implementation status of child fatality review
recommendationg

INQUIRIES AND COMPLAINT INVESTIGATIONS

Between September 1, 2@5nd August 31, 2@ OFCO complete@R3 complaint investigaons
regarding870families As in previous years, issues involving the separation and reunification of families
were by far the most frequentlidentified complaint issuesThe conduct oDCYBtaff and other agecy
services comprised the nekighest categories of issues identified in complaints

OMBUDS IN ACTION

OFCO takes action when necessary to avert or correct a harmful action or oversight, or an avoidable
mistake byDCYFEightyfour complaints promged intervention by OFCO in 281 OFCO provided
substantial assistance to resolve either the complaint issue or a concern identified by OFCO in the
course of its imestigation in an addition&9 complaints

In 2018, OFCO mad&0 formal adverse findingsgainst DCY.FOFCO provides DCWih written notice

of adverse findings resultirfgpom a complaint investigatianDCYks invited to respond to the finding,

and may present additional information and rezgi a revision of the findingThis process prodes
transparency for OFCO's BQFk as wel |l as accountab

WORKING TO MAKE A DIFFERENCE

Ongoing Placement Crisis Leaves Children Sleeping in Hotels
Thenumber of children requiring owdf-home care hascreased® As a result of limited placement
resources, children in state care haween placed in btels or partment offices waitingfor the
Department to findan appropriateplacement This report describe$,090* pl acement except i
involving195children OFCO found that this is primarily a regionahcern occurring most frequently
in DCYF Regions 3 and®he ongoing practice of placing childrerhitels indicates a shortage of foster
homes and therapeutic placement$his report discusses recommenduts for addressing this
placement kortage, including:

1 Provide an adequate supply and range of residential placement options to meet the needs of all

children in sate care; and
1 Expand programs that support foster and kinship families and prgdaoement disruptions

2 Child Fatalities and Near Fatalities in Washington State, August R04ifable athttp://ofco.wa.gov/wp-

content/uploads/201 7OFCCriticatincidentReport.pdf

3 Aninter-agency agreement between OFCO and CA was established in November 2009.

4 Partners for Our Children Data Portal Team. (2017). [Graph representation of Washington state child welfare data 9/27/2017].
Children in Oubf-Home Care (Count). Retvied fromhttp://www.vis.pocdata.org/graphs/ookcounts
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Foster Care and the Criminal Justice System

Children with a history of involvement with the child welfare system have a high likelihood of coming

into contact with the juvenile justice systenfrrequent placement changes whitefoster care are

associated with an increased risk of juvenile delinquerditionally, youth exiting foster care are

more likely to become involved in the criminal justice systémreviewing information on hotel stays,

OFCO observed occasionswhe | aw enf orcement was called as a me
behaviors or attempting to coerce the child into doing something, such as leaving a hotel room or going

to school

Placement Instability and Education Challenges

Children in foster cargypically make more unscheduled school changes than peers not in foster care
Recognizing the importance of supporting education and school success, state and fedesamviahas

DCYF policieset forth requirements for meeting the educational neexfhildren in foster care

While keeping chileenin a placement where they can maintain their school enrollment is a high

priority, a shortage of available placements means that youth often end up placed far away from their

school Wh en a c hmertid dissupted larad/orehey are moving to new placements on a nightly

basis there are unique challenges to transporting and maintaining a child in schdak report

summari zes observations from OFCO’'s rwerkdftteew of pl a
Department and the challenges of enrolling and keeping these youth in school

Parent-Child and Sibling Visitation

Visits between parents and children help maintain the pamernitd bond and are necessary for parents
to regain custody of thie children after they are placed in cof-home care Concerns about visitation
are one of most frequent complaints received by OFOBCO received 116 complaints alleging the
Department was not providing appropriate visitation for parents and/or otiedaitives of the child, as
well as 13 complaints that the Department was not ensuring appropriate contact between siblings in
out-of-home care This report discusses recommendations that the Department continue stakeholder
training efforts on child safetgnd parentchild visitation, and establish a framework to identify families
that do not require supervised visits

The Department of Children, Youth, and Families

OnJuly 1, 2018, Children’'s Admi ni dornmedtheiDapartmenn d t he
of Children, Youth, and Families This realignment oftate agencies represents a fundamental change in

the delivery of child welfare servicesth a focus orprevention,measurable outcomes, transparency

and oversight OF CO’ s d ndeditoepsovide infpranation to individuals receiving juvenile justice,

juvenile rehabilitation, and child early learning servic€-CQs also working t@stablishthe Oversight

Board for Children Youth and Familie$ichis comprisedof legislators andepresentatives from

external stakeholder groupand provides unprecedened accountability and guidance for our child

welfare system
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THE ROLE OF OFCO

The Washington State Legislature cre@(QEGD)ihhe Offi
1996in response to two high profile incidents that indicated a need for oversight of the child welfare

system® OFCO provides citizens an avenue to obtain an independent and impartial review of

Department ofChildren, Youth, and Families (Dodé€isiongegarding children and families involved

with the child welfare system due to allegations of child abuse or neg@ECO is also empowered to

intervene to induceghe Departmentto change problematic decisions that are in violation of the daw

that have placed a child or family at risk of harm, and to recommend systdmimprovements to the

Legislature and the Governor

1 Independence. One of OF COtard featuesis indeperpenceDFCO’' s abi l ity t
review and analyze complaints in an independent manner allows the office to maintain its
reputationfor integrity and objectivity Although OFCO is organizationally located within the
Office of the Governor, it conducts its operationdeépendently oftt Gover nor ' s Of fi c
Olympia. OF© is a separate agency from DCYF

1 Impartiality. The Ombuds acts ameutral investigatoland not as an advocate for individuals
who file complaints, or for the gevnment agencies investigated his neutrality reinforces
OFCO’'s credibility

1 Confidentiality. OFCO must maintain treonfidentiality of complainants and information
obtained during investigationsThis protection makes citizenscloding DCYprofessionals,
more likely to contact QFO and speak candidly about their concerns

9 Credible review process. OFCO has a credible review process that promotes respect and
confidene i n OFCO’ s o00Onmbuds arggghaifiedbtd andlyZeYsbues and conduct
investigations into matters athild welfare law, administration, policy, apdactice OF CO’ s
staff has a wealth of collective experience and expertise in child welfare law, social work,
mediation, and clinical practice and is trained in the United States Ombudsman Association
Gowernmental Ombudsman Standard®FCO and DCW¥perate under an inteagency
agreement that guides communication between the two agencies and promotes accountability

AUTHORITY

Under chapter RCW4B6 A, t he Legi sl ature enh onpoeidingiDAHICO’ s i nv
broad access to confidential DOYE c or ds and t kegzedacgsenamagement systemitp u
also authorizes OFCO to receive confidential information from other agencies and service providers,

5 State law requires that all statutes must be written in gendeutral terms unless a specification of gender is intended.

Pur suant to Chapter 23 Laws of 2013, the term “ombudsman” wa
http://apps.leg.wa.gov/documents/billdocs/20134/Pdf/Bills/Session%20Laws/Senate/563 5L pdf

6 The death of three year old Lauria Grace, who was killed by her mother while under the supervision of the Department of

Social and Health Services (DSHS), and the discovery of years of sexual abuse between youths alitka$28H3< Boys

Ranch. The¢sa bl i shment of the office also coincided with growing c
child sexual abuse investigations.

7 The interagency agreement is available onlinehétp://ofco.wa.gov/documents/interagency ofco_dshs.pdf
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including mental health professiolsa guardians ad litem, and assistant attorneys gerfe@FCO

operates under a shield | aw which protects the co
identities of indivduals who contact the officeThis encourages individuals to comevard with

information and concerns without feanf possible retaliation Additional duties have been assigned to

OFCO by the Legislature over the years regarding the reporting and review of child fatalities, near

fatalities, and cases of children experéng recurrent maltreatment

OFCO derives influence from its close proximity toGloeernor and the Legislaturdhe Director is

appointed by and rports directly to the GovernorThe appointment is subject to confirmatiday the

Washington State Sete. The DirectoftOmbuds serves a thregear term and continues to serve in this

role until a successor is appointe@ FCO’ s budget, gener al operations,
recommendations are reviewed by tleCYF Oversight Board

WORK ACTIVITIES

OFCO performigs statutory duties through its work in four areas, currently conductedikgmployees
with an annual budget d#670,000

9 Listening to Families and Citizens. Individuals who contact OFCO with an inquiry or complaint
often feelthat DCYFor another agency is not listening to theirraerns By listening carefully,
the Ombuds can effectively assess and respond to individual concerns as well as identify
recurring problems faced by families and children throughout the system

1 Responding to Complaints. The Ombuds impatrtially investigates and analyzes complaints
against DCY.FOFCO spends more time tmis activity than any otherThis enables OFCO to
intervene on citizens’ behal f whatiopolioyamde ssar vy,
practice issues that arrant further examination Impatrtial investigations also enable OFCO to
support actions of the agency when it is unfairly criticized for properly carrying out its duties

9 Taking Action on Behalf of Children and Families. The Ombuds intervenes when necessary to
avert or correct a harmful oversight or magie byDCYF Typical interventions include:
prompting the agency to take@oser lookat a concern, facilitating information sharing,
mediating professionaldiagr eement s, and sharing OFCO’ s inve
with the agency to arrect a problematic decisionThese interventions are often successful in
resolving legitimate concerns

1 Improving the System. Through complaint investigations anelviews of critical incidents
(including child fatalities, near fatalities, and cases of children experiencing recurrent
maltreatment), OFCO works to identify and investigate systéde problems, and publishes its
findings and recommendations in publ&ports to the Governoand the LegislatureThis is an
effective tool for educating state policymakers and agency officials about the need to create,
change or set aside laws, policies or agency practiseghat children are better protected and
cared for and families are better served by the child welfare system

8 See also RCW 13.50.100(6).
9See RCW 74.13.640(1);(B%.13.640(2); and 26.44.030(15
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l. LISTENING TO FAMILIES AND CITIZENS

1 Inquiries and Complaints
1 Complaint Profiles
1 Complaint Issues
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INQUIRIES AND COMPLAINTS

The Ombuds listens to people whontactthe office with questions or concerns about services

provided thiough the child welfare systenCallers may include family members of children receiving

such services, professionals working with families dnldien, or concerned citizendBy listening

carefully, the Ombuds identifies what the callexenls and responds effectivelZallers may simply

need information about he Depar t ment of Ch iprbcdss and/or sewices,torh, and
they may wanto know how to file a complaintCallersmay want verification about whether OFCO can
investigate their concern, or guidance in framing or iifging their complaint issueThosewhom

OFCO cannot help directly are referred to the right place for information or support

Figurel: What Happens When a Person Contacts OFCO?

Inquiry or Call Received

Yes

/ 9 Assist persoin filing a complaint with \ { Refer to approprlate}

OFCO resource

AND/OR
1 Refer to appropriate DC$Eaff — provide
name and contact information if needed
AND/OR
1 Refer to other resource/agency if
appropriate (court, public defender or
other legal resource, guardian ad litem,

K private agency, law enforcement, etc.y
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COMPLAINT PROFILES

COMPLAINTS RECEIVED

This section describescam ai nt s f i | e d8repanting yeag— Sepke@iter 1520460 1
August 31, 208. OFCO received 901 complaints in 2018.2° While this is slightlfewer complaintsthan
last yar, the number received remair®nsiderably higher than 2016 and earliigure 3 shows that
88 percent of complaints are submitteglectronically, withsix percent taken over the phone and less
than four percent submitted through the mail

Figure2: Complaints Received by Year

917 901

728 778
713
659 676 694

608

554 525

# of Complaints Received

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018
OFCO Reporting Year

Figure 3:How Complaints Were Received, 2018

Mail, 3.8% Other
Phone, 6.2% Contact,
1.7%
Online,
88.3%

10The number of complaints directed at eadiCYFegion and office is provided in Appendix A.
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PERSONS WHO COMPLAINED

Parents, grandparents, and other relatives of the child whose family is involvetheitbepartment of
Children, Youth, and Families (DCit€q the majority of complaints investigated by OFCO.978
percent) Foster parents and community professionals each filed about nine percent of complaints
respectively As in previous years, few children contacted OFCO on their own behalf

Figure 4:Complainant Relationship to Children, 2018

52.7%
26.2%
9.4% 9.3%
0.3% 2.0%
Parent Relative Foster Parent Community Child Other
Professional
OFCO’s complaint form asks complainants to identi

ensuring that the office is hearing from ®Washingtonians

Table 1:Complainant Race and Ethnicity, 2018

Children in Out of
Home Care??

OFCO Complainants | WA State Population™!

Caucasian 66.9% 79.4% 65.5%
African American or Black 8.5% 4.0% 8.9%
American Indian or Alaska Native 2.9% 1.9% 4.5%
Asian or Pacific Islander 1.8% 9.6% 2.4%
Other 1.0% - -

Multiracial 5.2% 51% 18.7%
Declined to Answer 13.7% - -

Latino / Hispanic 7.4% 13.1943 19.%%

11 Office of Financial Manageent. Population by Race, 2018tp://www.ofm.wa.gov/trends/population/fig306.asp

12 partners for Our Children Data Portal Team. (2018). [Graph representafiagifington state child welfare data
9/13/2018]. Children in Oubf-Home Care (Count). Retrieved frdnttp://www.vis.pocdata.org/graphs/ookcounts

13 Office of Financial Management. PopulatiorHi$panic/Latino origin, 2018itps://www.ofm.wa.gov/washingtordata-
research/statewidedata/washingtontrends/populationchanges/populatiorhispaniclatineorigin
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CHILDREN IDENTIFIED IN COMPLAINTS

Just over 40 percent of the 1,3¢6ildren identified in complaints were four ysaof age or younger

Another 31percent were between ages five and nin@FCO receives fewer complaints involving older

children, with the number of complaints decreasmg t he ¢ hi | dThis cloaety eirroratiier e a s e s
ages of children in out of home care throup&YF

Figure 5 Age of Children in Complaints, 2018

15-17 years, 18+ years,
6.7% 0.7%
0-4 years,
10-14 years, 42.4%
19.2%
5-9 years,
31.0%

Table 2 shows the race and ethnicity (as reported by the complainant) of the children identified in
complaints, compared with children aut of homeplacement through DCYdRd the general state
population

Table 2Race and Ethnicity of Children Identified in Complaints, 2018

Children in Out of WA State Children

OFCO Children

Home Care!* (ages 0-19)°

Caucasian 68.0% 65.5% 73.8%
African Americair Black 10.3% 8.9% 4.8%
American Indian or Alaska Native 4.5% 4.5% 2.4%
Asian or Pacific Islander 1.5% 2.4% 8.8%
Multiracial 12.8% 18.7% 10.2%
Other or Unknown 2.8% - -

Latino / Hispanic 15.0% 19.4% 21.3%

14 Partners for Our Children Data Portal Team. (2018). [Graph representation of Washington state child welfare data
9/13/2018]. Children in Oubf-Home Care (Count). Retrieved frdnttp://www.vis.pocdata.org/graphs/ookcounts

15 Office of Financial Management. Estimates of April 1 population by ageasexand Hispanic origin. 2017
http://www.ofm.wa.gov/pop/asr/default.asp
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COMPLAINT ISSUES

Concerns identified in complaints to OFCO, while varying somewhatorgaar, have remained largely
consistent over timeas displayed below in Figure Gomplaints can often be complex and
complainants will identify multiple issues or concerns they Mdike investigatd.

Figure 6:Categories of Issues Identified by Complainants
60%
50%
40%
30%
20%

10%

Percent of Complaints Identifying Issue

0%
2011 2012 2013 2014 2015 2016 2017 2018

OFCO Reporting Year

Family Separation and Reunification Child Safety

Complaints about Agency Conduct / Services Dependent Child Well-Being, and Permanency

Family Separation and Reunification

As in previous years, issues involving ¢éygaration and reunification of families (raised498times in
complaints) were the modtequently identifed in complaints to OFCDverhalf (55 percent)of
complaints expressed a concern about separating families and/or not reunifying with parents or other
relatives This category of complaints incorporates a broad spectrum oéssatiecting family stability

The most frequently identifiedoncerns include:

1 Children improperly removed from their parents (131complaints) or other relatives (24
complaints);

9 Failure to ensure appropriate visitation or contact between children and their pantsor

relatives (116 complaints) aiblings (13 complaints);

Delays in ofailures to reunite family (98 complaints)and

Not placing children with relatives (76 complaints) omwith siblings (5 complaints)®

=a =9

16 The remaining 35 of the 498 complaints in this category raised a variety of other family separation issues.
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Conduct of DCYF Staff and Agency Services

Issues involvinthe conduct of DCYF staff and other agency services were the nextmost identified

concerrs. The number of complainants expressing these kinds of concerns has steadily been increasing
since 2010with a particularly sharp increase since 208@bmplaints about agency conduct or services
incorporate a broadange of concernsgncluding:

9 Unwarranted or unreasonable CPS interventions (131 complainty

1 Concerns about unprofessial conduct by agencyadf (100complaints) such asarassment,
discrimination, bias, dishonesty or conflict of interest;

9 Communication failures (98 complaint} such as caseworkerstmmmmunicating with parents
or relatives;

9 Breach of confidentiality by the agency34 complaints); and
9 Inaccurate agency records (16 complaints)
Child Safety

Complaints involving child safety haveld constanin the last three years, but have dropped steadily to

the current level since 2011lust over 40 percertdf the 205 child safety complaintsconcernedsafety

risks to dependent children in foster or relative care (84 complaints or 41 percent of all child safety

complaints) Another 38 percent of child safety complaints allegefdikure to protect children from

abuse or neglect while in their parents’ care (78 complaints Twentyfour complaintsexpressed

concernabout the safety of children beingrt ur ned t o their parents’ care ¢
concerns during parerthild visitation'’

Child Well-Being and Permanency

Complaints involvinthe well-being and permanency of children in foster or other out-of-home care
remained about the same this year (1@8mplaint9. This category includgeoblems providing

children in outof-home care withadequate medical, mental health, educational or other services
(identified in 52 complaints)It also includes complaints aboimappropriate placement changes, as

well asplacement instability, such as multiple moves in foster care or abrupt placement changes (24
complaints) Twentyfive complaints raised concerns about an inappropriate permanencygpidn
seven concernedelays in achieving permanency.'®

Table 3 on the following page shows the number of times specific issues within these categories were
identifiedin complaints

1" The remaining 7 of the 205 child safety cdaipts identified a variety of other child safety issues.
¥ The remaining 28 of the 129 complaints in this category identified a variety of other chitdeimd and/or
permanency issues.
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Table 3:lIssues Identified by Complainants!®

2018 2017 2016

Family Separation and Reunification 479 335
Unnecessary removal of child from parental care 106 100
Failure to provide appropriate contact between child and paren
: . o 120 78
other family members (excluding siblings)
Failure to reunite family | 98 | 81 42
Failure to place child with relative 94 44
Unnecessary removal of child from relative placement 24 | 19 13
Other inappropriate placement of child 33 34
Failureto provide sibling visits and contact . 5 | 6 3
Failure to place child with siblings 4 9
Inappropriate termination of parental rights . 4 | 8 6
Concerns regarding voluntary placement and/or service 3 3
agreements
Other family separation concerns 3 3
D18 U 016
Complaints About Agency Conduct 400 275
Unwarranted / unreasonable CPS investigation 131 131 86
Unprofessional conduct, harassment, conflict of interest or bia
A 102 83
discrimination by agency staff
Communication failures 98 97 55
Breach of confidentiality by agency 17 16
Inaccurate agency records 16 13 8
Unreasonable CPS findings 26 21
Poor_ case management, high caseworker turnover, other poor 12 11 4
service
Retaliation by agency staff (does not inaducbmplaintsof
o : 3 2
retaliation made byicensed foster parents)

19 Many complaints to OFCO identify more than one issue. Thertomaber of issues is therefore greater than the total
number of complaints in any given year.
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Child Safety 206 176
Failure to address safety concerns involving children in foster ¢
o 84 75 53
or other noninstitutional care
Failure to protect children frorparental abuse or neglect = =
Abuse 34 40 41
Neglect 37 37
Failure to address safety concerns involving child being return
24 18 21
parental care
Child safety during visits with parents 17 11
Child with no parent willing/capable pfoviding care 6 7 10
Failure by agency to conduct 30 day health and safety visits wi 5 3
child
Safety of children residing in institutions/facilities 1 6 0
0 0 D16
Dependent Child Well-Being and Permanency 133 111
Failure to providehild with adequate medical, mental health,
. : 52 52 29
educational or other services
Inappropriate permanency plan/other permanency issues
Unnecessary/inappropriate change of child's placement, 23 41 33
inadequate transition to new placement
ICPGssues (placement of children eaf-state) 1 8
Unreasonable delay in achieving permanency 9 12
Failure to provide appropriate adoption support services / other 4 10
adoption issues
Placement instability/multiple moves in foster care 1 3 0
U 0 D16
Other Complaint Issues 131 115
Failure to provide parent with services / other parent issues 39 32 38
Vi olation of parent’s rights 24 34
Children's legal issues 5 4 3
!_ack of support / services to foster parent / other fogbarent 18 15
issues
Foster parent retaliation 5 10 5
Foster care licensing 17 13
Lack of support / services and other issues related to relative /
. e : ) 23 26 7
suitable other / fictive kin caregiver
Violations of the Indian Child Welfare Act (ICWA) 0 0
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Il. TAKING ACTION ON BEHALF OF
VULNERABLE CHILDREN AND FAMILIES

1 Investigating Complaints
TOFCO’' s Adverse Findin
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INVESTIGATING COMPLAINTS

OFCO’ s goal in a compl ai nt DCKkramtherstatedagenowiolateds t o
law, policy or procedure, or unreasonably exercised its authorf@FCO then assesses whether the
agency should be induced to change its decision or course of action

OFCO acts as an impatrtial fact finder and not as an advo€atee OFCO eilishes that an alleged

agency action (or inaction) is within OFCO's juri

Ombuds analyzeshether the issues raised in the complaint me¢teast one of twabjective criteria:

1. The action violatekw, policy or procedure, ors clearly unresonable under the
circumstances

2. Theactonwasharmul t o a wel-beinglot right to a feentinent familyor was
harmful tothe preservation or welbeing of a family

If so,OFCOnayrespond in various ways, such as

1  Where OFCO finds that the agency ispandy carrying out its dutieghe Ombuds explains to
the complainanwhy the complaint allegation does not meet the above critedad helps
complainants better understand the robnd responsibilities of child welfare agencies

1 WhereOFCO makes an adverse finding regarding either the complaint issue or another
problematic issue identifieduring the course of the investigatiothe Ombudsnay work to
change a decision or cow®faction by DCYér another agency

1 In some instances, even thou@tChas concludedhat the agency is actingithin its
discretion, the complaint stildentifieslegitimate concernsIn thesecasesthe Ombuds
provides assistance to ép resolve theeoncerns

OFCO complete@3 complaint investigations in 2018 These investigations involvea0 families. As
in previous years, the majority of investigations wetandard, non-emergent investigations (87
percen). Only aboutone outof everyeightinvestigatonamet OFCO’ s <criteria for

emergent investigation,ieewh en t he all egations in the compl aint

safety or an urgent situation where timely intervention by OFCO could significantly alleviate archil
f ami | y’'.©Oncdacomplai@tissletermined to be emergent, OFCO begins the investigation
immediately

Over the years, OFCO consistently intervenes in emergent complaints at a higher raterthan n
emergent complaintsin 2018, OFCO intervened or provided timely assistance to resolve concerns in
17 percent of emergent complaints, compared witil3 percent of non-emergent complaints.
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Figure 7:How Does OFCO Investigate Complaints?

OFCO’s Complaint Investigation Process

Complaint received and reviewed

- ~

y B Outcomes
/ Is it emergent?* \\
{ If yes, begin \ Refer to
{\ immediate ’} Does it appropriate
A investigation y jurisdiction? resource
A -
- |
e ' No basis for

Is the allegation true?

action by OFCO

Is further investigation or
action needed or warranted”

Complaint
resolved
without action

Complaint
resolved with
action by OFCO

Is it resolved?

No

OFCO unable to
take further
action and
complaint
remains
unresolved

*Emergent complaints are those in which the allegations involve either a

child’s immediate safety or an urgent situation where timely intervention by

OFCO could significantly alleviate a child’s or family’s distress.
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INVESTIGATION OUTCOMES

Complaint investigations result in one of the followiagtions

1 OFCO Intervention:
0 OFCO substantiated the complaint issue and intervened to correct a violation of law or
policy, or to prevent harm to a child/family; OR
o OFCO identified an agency errorather problematic issue, sonienes unrelated to the
issue identified by the complainanduring the course of its investigation, and
intervened to address these concerns

9 OFCO Assistance: The complaint was substantiated, but OFCO did not find a cielation or
unreasonable actionOFCO provided substantial assistance to the complainant, the agency, or
both, to resolve the complaint

i OFCO Monitor: The complaint issue may or may not have been substantiaiediOFCO
monitored the case closefgr a period of time to ensure angsues wereresolved While
monitoring, the Ombuds may have had repeated contact with the complainant, the agency, or
both. The Ombuds alsmay have offered suggestions or informal recommendations to agency
staff to facilitate a resolutionThese complaints are closed when there is either no basis for
further action by OFCO or the identified concerns have been resolved

In most caseshe above actios result in the identifiedoncernbeingresolved A small number of
complaints remain unresolved

1 Resolved without action by OFCO: The complaint issue may or may not have been
substantiated, but was resolved by the complainant, the ageor some otheavenue In the
process, the Ombuds mdnave offered suggestions, referred complainants to community
resources, made informal recommendations to agency staff, or provided other helpful
information to the complainant

1 No basis for action by OFCO:

o The complaint issue was unsubstantiatedda®@FCO found no agency errors when
reviewing thecase OFCO explained wiand helped the complainant better
understand the role and responsibilities of the child welfagency; OR

0 The complaint vas substantiated and OFCO made a finding that the agency violated law
or policy or acted unreasonably, but there was no opportunity for OFCO to in&rven
(e.g. complaint involved a past action, or the agency had already taken appropriate
action to resolvehe complaint)

9 Outside jurisdiction: The complaininvolveda genci es or actions outsi de
Wherepossible, OFCO referomplainants to aother resourceghat may be able to assist them

9 Other investigation outcomes: Thecomplaint was withdrawn, became moot, or further

investigation or action by OFCO was unfeasible for other regsapsiature of complaint
requires an internal personnel investigation by theagerayh i ch i s beyond OFCO’
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Investigation resits have remained fairly consistent in recent yea@®CQssisted or intervened to try
to resolve the issu@ 13.3 percent of complaints in 2018 —this represents23 complaints.

Interventions or assistance by OFal®ost always result in the substantiated issues in the complaint
being resolved-in 2018, 90 percent of these complaints were resolvekighty-three complaints (nine
percent) required carefumonitoring by OFCO for a period of time until either the identified concerns
were resolved, or OFCO determined that ther@smo basis for further actiorOFCO foundo basis for
any action after investigating in just over half of complaints this yeai5@ percent)

Figue 8 Investigation Outcomes, 2018

Other
investigation

outcome, 5.9%
Outside
jurisdiction,
15.3%

Monitored by
OFCO to ensure
resolution, 9.0% /

Resolved without
action by OFCO,
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Intervention or
assistance, 13.3%
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OFCO IN ACTION

OFCO takes action when necessary to avert or correct a harmful oversight or avoidable mistake by the
DCYIer another agency The chartbelowshows when OFCO takes action on a case and what form that
maytake.

Figure 9 When Does OFCO Take Action?

V Compl aint falls un
V Allegation is true
V Identified concerns remain unresolved

v

Analysis of complaint issues

\ 4

V Is there a violation of law, policy or
procedure?

OR
v g

~

Is there a clearly unreasonable agency 1 Assist complainant in taking
action? No action themselves
AND/OR —> | 1 Referto appropriate resource
V Is there an agency action harmful to a 9 Document issue and cles
chil d’ s sbeifgeittofamily complaint
preservation? \ /
Yes
/ OFCO INTERVENES / PROVIDES DIQ
ASSISTANCE
1 Contact agency to help resolve issue Notify agency in
1 Contact agency to request corrective - writing of OF C O
action “ | adverse finding
i Assistagency to avoid an error or
conduct better practice
i Assist agency in preventing future

k mistakes
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OFCO’s ADVERSE FINDINGS

After investigating a complaint, if OFG@bstantiatesa sgnificantcomplaint issueOQFCQOnay make a
formal finding agairtsthe agency In somecases, the adverse finding involves a past action or inaction,
leaving OFCO thi no opportunity to intervene However, m situations inwhich he agency’ s
inactionis ongoing andould causdoreseeable harm to a child or family, the Ombuds intenstoe
persuade the agency to correct the probleim such instances, the Ombuds quickly contacts a
supervisor to share the findingnd may recommend a different course of action, or request eeveof

the case by higher level decision makers

Adverse findings against the agency fall itvto categories:

1 The agencyiolated a law, policy, or procedure;

T The agency’ s a c tléarty anreassnable nnder the ciocomstaracesndthe
agency s ¢ aesulted in hictual or potential harm to a child or family.

In 2018, OFCO mad40 adverse findings in a total 0f30 complaint investigationsSome complaint
investigations resulted in more than one adverse finding, related to egthparate complaint issues or
other issues in the case that were identified by OFCO during the course of its investiatisnantto
aninter-agency greement between OFCO aBdCYR° OFCO provides written notice to tieCY®Bf any
adverse finding(s) madon a complaint investigatioriThe agency is invited to formally respond to the
finding, and may present additional information and request a modification of the findha)y F
provided a written response to all findings, aredjuested a modification of the finding in three
complaint investigations. OFCOnodified the basis of the finding or edited the facts of the case to
reflect additional information in one of these complaints. In addition to the abovd0findings, OFCO
alo madetwo other findings thatafter more information was provided by the Department, were
withdrawn.

Table 4shows the various categories of issues in which adverse findings were madeumber of
adverse findings against the ageniatreased in 2018 (a total of40findings) from 207 (52 findings)
Findinganost oftenrelated to the safety of children 8lfindings), as well as findings involving violations
of p a ighasmot servicesto parent8 findings) A full list of the adverse findings and the
Department’s respoApandixCo them i s shown in

20 Available atvww.ofco.wa.gov/documents/interagency ofco_dshs.pdf
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Table 4 Adverse Findings by Issue

2018 2017 2016
Child Safety 18 19 17
Failure by DCFS to ensure/ monitao
1 Failure toconduct required monthly health and safety visits
1 Unsafe placement of dependent child
Inadequate CPS investigation or case management

Failure to complete safety assessment
Other child safety findings

Parent’s Rights

Failures of natification/consent, public disclosure, or breach of
confidentiality

Delay in completing CPS investigation or internal review of findings

RPlw| oo | OIdMV|w|o » b

Failure to communicate with or provide services to parent

Ot her violations of parents ri

w

Family Separation and Reunification
Failure to place child with relative
Failure to provide contact with siblings
Failure to provide appropriate contact / visitation between parent and ct

«

1

i

1

1
NININ|IN| O [l

Dependent Child Well-being and Permanency

Delay in achieving permanency

RPlw(HIN| WIN|N
1
1

Failure to provide medical, mental health, education or other services
Other dependent child welbeing and permanency finding

OR[N |P_IN|F

w
[y
o

Poor Casework Practice Resulting in Harm to Child or Family
Inadequate documentation of casework
Poor communication among DCiifsisions (CPS, CFWS, DLR) -
Other poor practice

N

1
gl o

Foster Parent/Relative Caregiver Issues 3
Issues relating to child's removal from foster placement --
Other foster parent caregiver issues

Other Findings 3 -- 1

S ENEE.- ) ™

Number of findings 40 52 42
Number of closed complaints with one or more finding 30 36 31

Adverse findings involving child safety accountedd®percent ofindings This includes failures to

conduct required monthly health and safety visits, inadequate CPS investigations or case management,
and unsafe placement of a dependent chiltist over ondifth (22.5 percent) of overall findings

i nv ol v e dighg,avith@ilutes ta follow notification/consent policies, breach of confidentiality

and delays in completing CPS investigations or internal review of findings being the most common
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Compared to the previous yearsigre were subtantiallyfewer findings in 2018elating to famiy
separation and reunification arfdster parent and relative caregiver issues

FINDINGS OF UNREASONABLE ACTIONS OR INACTIONS

When OFCO makes an adverse finding agBig¥tk can fall into one or more of four categosie

T
T

that the agency action or inaction violatéalv, policy, procedure; and/or
that the agency actedlearly unreasonably under the circumstances

Thevastmaj ority of OFCO' s adverse findings784all
percentof findingsin reporting years 208-2018 can be categorized as violations of law, policy, or
procedure) However, every year OFCO makes a handful of adverse findings based on the clearly
unreasonable standar@®{.6 percentof adverse findings made during reporting years@@018).

This standard exists to address the rare circumstandere DCYRas acted or declined to act in such a

way that does not violate a written standard, thasa harmful result If OFCQletermines that this

harm could and should have reasonably been avoided, it may make an adverse finding that the agency

acted clearly unreasonably under the circumstances

Mandated reporters experienced unreasonably long wait times when trying to
report suspected child abuse or neglect to CPS intake

OFCO received three separate complaints from mandated remowho were frustrated

with what they felt wereunreasonablyong wait times whertallingto make a report to

Child Protective Services (CPSOnemandated reportettold OFC@hat over the past two
days, he had been on hold with CPS intake for two hours trying to report alleged physical
abuse of a child with autism

Two other complaintsboth made byschool counselotseported similarly lengthywait
timeswhenattempting to reportsuspectecthild maltreatment. The first counselotold
OFCGhe waon hold trying to make a report for 45 minutes before hanging When
shecalled backshewaited 20 minutes before the call wéisally answered When the
counselor toldntake staffsheneeded to make reports regarding multiple familietake
staff saidthey could only take one report at a time arige callermusthang up and call
back for each subsequent repoffhe second school counselor told OFRGE&called CPS
intake twice in one weekttemptingto make a report of suspected abuse and each time
she had to wait 45 minugs for the call to be answeredFCO made an adverse finding
against the agency, finding ththe delays experienced by these referrers was
unreasonable.Inits notification of adverse finding®©FCGlsocited its own experience
calling CPS intake to report suspected child maltreatmémt Ombuds waited 25 minutes
for the call to be answered
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DCYontests adverse findings based on the clearly unreasonable standard more frequently than
findingsbased on violations of law, policy, or procedutguring the 206-2018 reporting yearsOFCO
made D adverse findings based, at least in part, on the clearly unreasonable starld@féS requested
modification or revesal 0f48.3 percentof these findingscompared to onl\24.6 percentof the findings
based on violations of law, practice, or polidyhs is likely due to the more subjective nature of these
findings

This subjectivity is precisely why the clearly unreasonably standard.eRisspite legislative and
administrative efforts to stanardize and regulate much of DCYd&ction, there will alvays remain a
measure of necessary latitudetinh e a g e n Thus, & casmaoker ks required to exercise his or her
judgment on a variety of matters throughout the life of a caBecause OFCO is an independent,
uninvolved, and outside entity, it able to assess these decisions free of investment or. lE#CO
considers the circumstances through an impartial lens, free from the influence of prior involvement or
potential bias It is a testament tdhe Departmenthat OFCO makes so few clearly agenable

findings, given the countless decisions caseworkers must wralkedaily basis

Unreasonable delay in the foster care licensing process resulted in prospective foster
parents withdrawing their application.

OF® received a complaint allegiag unreasonable delay by the Division of Licensed
Resources (DLR) in completing a new foster home licefise pospective foster parents
submitted a Family Home Study Application to DLR, in December Z@&7applicants were
previously licensed through private agency from November 2004 until August 2006, when
they moved out of stateIn January 2018, a DLR licensor contacted the applicants and let
them know she would schedule a home visit once the required paperwork was submitted
The licensor alsmformed the prospective foster parents they weweelfth on her list of
pending applications

Later in January, the prospective foster mother followed up with the licensor to confirm that
all the required paperwork exceptedicalreports had been receed. The licensor confirmed
receipt of the paperworkIn February, the licensor completed a home inspection and
indicated the home wasl haMmosh, rehdyltoel
home inspection and concluded the home met adising requirementsHowever, due to
workload issues, the licensor was not able to complete the written home study in a timely
manner. In June 2018, DLR notified the prospective foster parents that they needed to upda
their CPR and First Aid training iahad now expiredAlso missing from their file were their
medical reports, which the prospective foster parents reported aldadybeen submitted
and presumably either lost or misplaced by DLR

OFCGQoundthat the delay in the licensing processsclearly unreasonableDue to

workload, the licensor wasnableto write up the licensing home study until five months after
DLR recei ved t helttdolafive months for DdR tp inform the prospective
foster parents of missing paperwigrand subsequently expired training, after the prospective
foster parents had asked several times whether there was anything else DLR needed
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Frustrated by thisongdelay and still not being licensed, the prospective foster parents
withdrew their appli@tion in July 2018esulting irthe loss of a potential foster family

The clearly unreasonable standard allows OFCO to identify decisions and practices that, while not in
violation of explicit law or policy, had harmful impadtichcould potentiallyhave been avoidedOFCO

is uniguely positioned to access the information factored into decision making and, with a fresh
perspective, determine if the decision was appropriate under the circumstances

ADVERSE FINDINGS BY DCYF REGION
The adverse findings OFCO made against the Department were fairly evenly distributed across the six

DCYFegions and the central office, as shown in Tabl@be number of adverse findings dtether
broken down by officén Table 1 in Appendix C

Table 5 Adverse Findings in Complaint Investigations by DCYF Region, 2018

Number of Findings Perc?nt .Of 2018
Findings

Region 1 7 17.5%
Region 2 3 7.5%
Region 3 6 15%
Region 4 9 22.5%
Region 5 3 7.5%
Region 6 8 20%
DCYF Headquarters 4 10%

Page |28



IMPROVING THE SYSTEM

1 Ongoing Placement Crisis Leaves Children
Sleeping in Hotels

1 Foster Care and the Criminal Justice System

1 Placement Instability and Education
Challenges

{ Parent Child and Sibling/isitation

1 Preparing for the New Department of
Children, Youth, and Families
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ONGOING PLACEMENT CRISIS LEAVES

CHILDREN SLEEPING IN HOTELS

HOTELS USED AS EMERGENT PLACEMENTS FOR FOSTER CHILDREN

While Department policy specifically prohibits placement of a child in an
“institution not set up to receive foster children”, a Regional Administrator
may approve a “placement exception” at a DCYF office, apartment, or hotel if
no appropriate licensed foster home or relative caregiver is available, and as
long as the child is adequately supervised.

For the past fouyears, OFCO hamckedthe use of placement exceptioris specifically the use of

hotels and Department offices, as emergency placements for chifdr@FCO highlighted this issue in

its pastthree annual reportsproviding detailed data on these placements, as well as recommendations
to alleviate the problent? Unfortunately,the placement of children in hotels continuasan alarming

rate in Washington From September 1, 2017 #sugust 312018 OFCO received notice Hp90

placement exceptions involving 195 different children, the mostsince OFCO began keeping tractk

201423 The vast majority of these placement exceptioh®75 involved children spending the nigint
hotels supervisedby caseworkersThere werel5 instances of children spending the night in DCFS
officesor anothertype of placement exceptian

FigurelO: Number of Placement Exceptions
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21OFCOreceivestho f i cati on of placement exceptions and other critica
Reporting System (AIRS).

22See 2015, 2016 and 2017 Annual Reporhttt://ofco.wa.gov/reports/

23 The number of placement exceptiorecorded by OFCO and DCYF is slightly different. DCYF reported 1,197 placement

exceptions for youth under age 18his discrepancy does not significantly alter the trends discussed in this section.
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Figurell: Placement Exceptions by Month, 2018
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For mosthotel and office stays, at least two awakeasevorkers supervisethe children overnight, and

in some casea seurity guard was also presenthesehotel stays followed unsuccessful attempts to
locate an available relative caregiver or licensed foster homeppgditone et t he ¢ Bamed’
children had behavioral historiegising affoster homes ogroup care facilities where they had
previously stayed, such as assmgtcaregivers or peerand thereforecouldnot return. Many of these
children were also seed by other state systems such as juvenile rehabilitatidevelopmental
Disabilities Administratiorgr mental health treatment facilitiesIn several instances the children did
not have extreme behaviors or therapeutic needs, but DCFS could not firath@rmyplacemenbptions
intime. In some caseghildrenweretaken into custody or disrupd from placement late in the

evening, making the placement search even more difficult

Examples offiotels used fotemporary placements include:

x A 10yearold dependent childhad been residing in the same foster home for several manths
The youth is notverbal and diagnosed with an intellectual disability, requiring very close
supervision This child had a stable placement but the caregiver needed redgiterespite
providers could be found and the child ended up placed in a hotel for the respite Btaychild
spent five nights in a hotelver a twemonth periodandeach timereturned to the foster home
at the end of respite

x A l1eyearold youth came intostate care following allegationshe had beemhysicaly and
sexualy abusal. While in care theyouth experiencechumerous goup home placements,
includingout-of-state facilities Theyouth was approved for Behavior Rehabilitative Services
(BRShut it took a while to identify a providerTheyouth hada history of drug abuseunning
from care, assadulig staff and security guards and was a victim of commercial sexual
exploitation Eventually the Department found another eat-state facilitywhich agreed to
accept the childbut the child refusdto go. Over thepastyearthis youth spen67 non
consecutive nights in a hotelhe child iscurrently placedn an outof-state group care facility

Page |31

S

ne ¢



x A 9yearold dependent child had to leaveeBRS licensed group care faciitigere he had been
placedforaboutayeard ue t o t he f This ¢hildihas gigniicant hental bealth and
supervision needand placement optionsvere limited. The child had a history of sdlrming
behavias, physical aggression, mental healibordersand sexualized behaviar§he
Department identified an #patient child psychiatric facilitthat would accept the childyut a
bedwas not yet availableWhile waiting for this placementhe child spent brief period of
time in a group home and 15 nights in a hotel

x A pair of siblings (an infant and a toddlspent onenight in a hotel after they were placed into
protective custody by law enforcement late in the evenipth parents were incarceratl and
thec h i | daregivel centacted law enforcemergquesting immediate placement of the
children The next day theiblingswere moved to a short term licensed placemeunttil they
wereable to bereturned toa parent

Spending the night in laotel or office, even just once, can be traumatizing for children who have
experienced abuse and/or neglect, angkates unreasonable demanfts Department staff When a
placement cannot be foundahildren are often handed from one caseworker to another as shifts change
or caseworkersnusttend to other responsibilitiesChildren often spend all day in a DCFS office before
going to a hotel late in the evening, and are then taken back to the adfite school early the next
morning The inherent instabilitypf placement exceptionputs already vulnerablehildren atadditional
riskof harm In one example, youth were being transported to a hotel for the night when one child
began unbuckling theeatbelt and assdting another child in the carln another instancgwhile

awaiting placement a youth became aggressive towards anotheriohite office When the

caseworker andecurity guard stepped in to separate the two, the youth began hitkiaing, and
throwing office supplies

PLACEMENT EXCEPTIONS DATA

OFCO =eviewof the 1,090placement exception repts receivedrom September 1, 201 August 31,
2018revealsa similar pattern to datfrom the three previous yearsasmall group of children spent
the majority of the nights in hotels,children are older than the general out of home care population,
the need and use for hotels primarily aregional issue, children of color spend adisproportionate
number of nights in hotels, antanyof the children involved in placement exceptions haxeeptional
behavioral challenges and/or significanimental health needs.
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A Small Group of Children Account for the Majority of Hotel Stays

Nearly half of the children whexperienced a placement exception spent only one night in a hotel
before a more suitable placement could be identified (90 childeed6.2 percent of childremnvolved

in placement exceptions These 90 childrewho spenta singlenight in a hoterepresentedonly 83
percent of all hotel staysSeventyfour children spent betweetwo and nine nights in hotelsThese 72
children comprised 28 percent ofall placement exception® Figure 12 shows that theastmajority of
the 1,090 nights in hote/offices were spent by just 31 childre&ighteen children spent betweet®
and 19 nights in hotels and thirteen children sp&0tor morenights These 31 children spent a
combined 721 nights in hotels (84percent of all placement exceptionsjhehighest number of nights
any individual child spent in a hotel or office was &7closer look at the 13 children withe highest
number ofplacement exceptions is providéxlow.

Figure 12 Number of Placement Exceptions per Child, 2018
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24The number of niglsta child spent in a hotel or DCFS office is the total nursfemt bythat child over a one year pericd
not necessarilyonsecutive nights.
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Youth Who Spent 20 or More Nights in Hotels: Who Are They?

Thirteen youth spent at least 20 nights in hotelhey ranged in ages from five to seventeen
years Five youth were identified as African American or Blacls(B8rcent), two were identified
as multiracial and six were CaucasianZ4gercent) Nine of the 13 youth were male

Behavior and Placement History

Twelve of the thirteen youth were noted to have a historypb{sically aggressive behaviors,
some towards caregivers and others tawa peers or younger children, which made finding a
placement difficult Halfof the youth havesignificant mental health needs. This might include
past inpatient psychiatric stays, a history of engaging inregthing behaviors, and/or suicidal
ideationgattempts. Seven youtlwere previously placeih group homes.

Where They Are Placed Now?

Overtwo-thirds of these youthwere eventually placed im group homessix arenow placedn
out of state group care facilities andthree resideat in-state group homes. Two youth are
currently placedn foster homes, one is with a relative and another was returned home to

parental care

Demographics of Children Experiencing Placement Exceptions

Of the195childrenOFCO identifiedtho spent at least one night intetel or DCFS officé6 percent
were male and 34 percent were female. Figure 14hows that the children who have been temporarily
placed in hotels tend to be older than the total out of home care populatioMost of the children

were at least ten years of age (69 percent)?®

Figurel3: Child Gender in Placement Exceptions, 2018

Female, 34%

Male, 66%

25 Partners for Our Children Data Portal Team. Ibid.
26 The age of four children is unknown at the time of wagti
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Figurel4: Child Age in Placement Exceptions, 2018
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The average number of placement exceptifmsthese children wasix higher thann years past The
average number of placement exceptions by afjthe childis shown in Figur&5. Children under the
age of four spent the fewest nights on average in hotels, averagihgights, whereas children ages ten
to fourteen averaged just @&r seven nights in hotels

Figurel5: Average Number of Placement Exceptions of Children by Age, 2018

0-4 years (n=15) 2.3

5-9 years (n=48) 6.5

10-14 years (n=58) 7.12

15-17 years (n=70) 5.5

A Regional Issue

This placement crisiontinues to be mosapparent inDCYF Regions 3 andd8 percent of nightspent
in a hotel during the 201®FCO reporting yeamvolvedchildren with cases assigned to aXHoffice in
Region 3 or 4 Just over 45 percent of Washington households with children are locatbése two
regiong®and 31 percent of children in out of home care Baases out of &jion 3 and 4°

27DCYF Region 3 encompasses Whatcom, Skagit, Snohomish, Island and San Juan counties. DCYF Region 4 encompasses King
County.

28 Partners for Our Children Data Portal Team. (2017). [Graph representation of Washington state child welfare data

9/26/2017]. Count of All Households with Children. Retrieved ftatp://www.vis.pocdata.org/maps/hkpopulationregions

29 Partners for Our Children Data Portal Team. (2018). [Graph representation of Washington state child welfare data

7/19/2018]. Children in Oubf-Home Care (Count). Retrieved frdtp://www.vis.pocdata.org/graphs/ookcounts

Page |35


http://www.vis.pocdata.org/maps/hh-populationregions
http://www.vis.pocdata.org/graphs/ooh-counts

Table6: Placement Exceptions by Region, 2018

Percent of All
Placement

Number of

Percent of Washington

DCYF Region Households with

Placement

Exceptions

Exceptions

Children

Region 1

Region 2 3 < 10% 9.7%
Region 3 242 22.2% 16.9%
Region 4 809 74.2% 28.6%
Region 5 10 < 10% 16.3%
Region 6 15 1.4% 16.1%

Racial Disproportionality

Children of coloare over represented iplacement exceptionsompared to irthe population of

children in outof-home care state/ide, as well ato the Regiors 3 and 4populationswhere the

majority of placement exceptionsccur. Twentypercent of children spending a night in a hotel or office
were African American or Blaokhile African American childrecomprise onlyl3 percentof the outof
home care populatiofin Regions 3 and 4, and8percent of the oubf-home care population

statewide Furthermore, hisdisproportionalitybecomesamore pronouncedor youth wih a higher
number of placemenéxceptions African American or Black youth comprig&percent of youth who
spent 2 or more nights in a hoteThough the small population makes it difficult to draignificant
conclusionsit is notable thatof the 13 youth who spentt least 20 nightén hotels wer the course of

theyearseven (538per cent) were identified in the Depart mer
white.3°
Table7: Child Race and Ethnicity, 2018
. Region 3 & 4 Out Entire Out of
Placement Exception
Population of Home.Care Home Fare
Population* Population**
Caucasian 54.4% 49.6% 65.5%
African American or Black 20.0% 12.9% 8.9%
American Indian or Alaska Native 2.1% 5.5% 4.5%
Asian or Pacific Islander 2.1% 4.2% 2.4%
Multiracial 19.0% 14.7% 18.7%
Unknown 2.6% -- --
Latino /Hispanic 11.3% 13.0% 19.4%

* Regiors 3 and 4encompasse®hatcom, Skagit, Snohomish, San Juan, Islan&amgiCounties
** Partners for Our Children Data Portal Team. (2018). [Graph representation of Washington state child welfare data

9/13/2018]. Children in Owutf-Home Care (Count). Retrieved frotip://www.vis.pocdata.org/graphs/ookcounts

30 Fiveyouth are African American and tvege identified as multiracial.
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Children with Significant Emotional and Behavioral Problems are at Higher Risk of Placement
Exceptions

Research shows thaehavior problems are commonigund amongechildren who have experienced
abuse and neglecandthat these behavior problemeanhave a significant negative impact on foster
children’s pl acement. Bahadorgoblenm aontebate tg risk far placenmeiat s
and adoption disruption, lonterm foster care, and returning to care after reundion with parents®
Many of the childrerwho experiencegblacement exceptions have significant treatmesitipervision,
andother speciaheeds which pose barriers to locating and maintaining an appropriate placement
Foster families, relativesr group homes may not feel equipped tare forchildren with significant
needs Most of these youth were noted to have challenging behaviors that made identifying a
placement more difficultl n r e s p ons e Anmal Repat,GHe Departthdninoted 96

percent of youth whovere placed n hot el s had some kind of “known b
placementwi t hi n the agency’s pool of available pl aceme
To gather information on yout h’ s reviewedthggAIRSbehavi o

email notification of the placement exception (which frequently documents the barriers encountered by
the Department in trying to find an appropriate placement for the child); the most recent Child
Information and Placement Referral (BRj% and if available, the most recent Comprehensive Family
Evaluation®® OFCO observed sevec@mmoncharacteristicamong the youthincluding:

9 Physically aggressive or assaultive behavior87.4 percentof children involved in placement
exception$;

1 Significanimental health needs(28.7 perceni)) and/or prior suicide attempts or ideations (23
perceni;

9 Ahistory of running from placements (25 percen;

9 Sexually aggressive behaviorsthat require high levels of supervision or placement withotiter
children(16.4 percen); and

1 Developmental disabilities (14.9 perceny.

The descriptions of hotel stays and the circumstances that led up to thestrate manyyouth are
incredibly resilient when facing frequent disruptions and chaotic environmefds example, some of

the youth demonstrated an ability to adapt and manipulate circumstances to gain some semblance of
control in a situation where so much is out of their hanttssome casesfter a more suitablalternate
placementwas located theyouth would refuse to go and insisted on staying in a hotel instéadther
instancesyouth would insist on rooming wittor refuse to share a room withnother specific childr

be supervised or driven by a particulagfartment employee

s1“ Behavior probl ems, f ost ebasechbehanoraliinetventpnsaWhiatgnedicts adopdion effostel e n ¢ e
children?” Let Gleabom,rarsd RoldaRhiidren aincbYguth Services Reyiéalume 35, Issue 5. 2012, pgs. 891

899. Available afhttps://www.sciencedirect.com/science/article/pii/S0190@912000321

32The Child Information and Placement Referral (CHIPR) captures information about the needs, strengths and interests of a

child placed in foster care. It enables the placement desk to match children with available placement resources anceé provid

to caregivers upon placement.

3The Comprehensive Family Evaluation is required to be compl
and at least every six months after. It captures key information on individuals and is intended to gedtea gnderstanding of
how a family’'s strengths, n e ebeisg amdmpefmanemgyour ces af fect child s
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There vere plenty of examples of youth who were in Department offices during the day waiting for
placement or until it was time to go back to the hotel who would leave the office for varying lengths of
time resulting inrun reports In some instancegyouth would return to the office while under the
influence of alcohol or drugsSome youth were able to gain access to knives or scissors, either in the
community or in the DCYF officeSftentimes when youth were residing in a series of short term
placements, including hotels, they were not attending school

OFCO RECOMMENDATIONS

The ongoing practice of placing childrerhitels and state officekighlightsa shortage of foster homes
and therapaitic placementsperhaps the single greatest challengeifig DCYF he problem has only
grown worse as providers have closed BRS beds in recent years b#wpsmgram was not

sustainable at contracted ratéé Recent changes to federal I&westricting placement of children in
group care facilities will dp make it more difficult to adequately meet the placement needs of children
It is therefore essential we build an array of placement resources, enhance mental health care for
children, and increase support for foster pargntsiative caregivers, and pants. OFCQOenews
previousrecommendationgo addresghe underlying issue of placement shortagesluding:

U Provide an Adequate Supply and Range of Residential Placement Options to Meet the
Needs of All Children in State Care.
Increasing the numbeof licensed foster homes alone will not address this probl&ather, our
child welfare system must increase the capacity of placements able to meet the needs of all
children in state careTherefore, the Department must develop a continuum of placement
options, including more therapeutic foster homes, to meet the long term needs of children in
state care The ongoing use of hotels as placement resources for children is not acceptable

U Provide Funding for Software Applications to Streamline Foster Care Licensing Process.
Software applications are availatiteat aredesigned to alleviate the shortage of foster parents
and find the best family for every child’hese productspeed up the foster care licensing
processby automating steps that are now completed manually and alpplicants, references
and casworkers to complete forms from a computer phone These kinds of tools could
includea public recruiting site, onleapplicant portal, approvals module and placement
module The agency dashboawdould letworkerstrack progress on thdicenseapplication,
supporting documents, training hours, background checks, health screens, references, and
documents for other adut in the home and enables faster approwgfoster care licensing
Casavorkers are also able to find the best placement matches for children based on distance to
school, preferences arttie ability to keep siblings togethéf

U Expand Programs that Support Foster and Kinship Families and Prevent Placement
Disruptions.
Many of the hotel stays involve children who were placed in a foster home and the placement
disrupted Services to support foster parents and help them meet the needs of childtbriin

341n 2017 NAVOS closed 15 BRS beds in King County, having lost nearly $3 million between 2014 ode2@idrmation in

“Foster KidSleepin Hotelsand ©fi ces as 15 mor e Be-WesyrahkiJoW@cwlzer27,20lAnna Boi ko
http://archive.kuow.org/post/fosterkidssleephotelsand-offices15-more-bedsdisappear

35 Families First Prevention Services Act of 2017.

%0ne example of foster car e r e cMoreiinformatiort athttps:/tbinticonrdensi ng soft wa.

Page |38


http://archive.kuow.org/post/foster-kids-sleep-hotels-and-offices-15-more-beds-disappear
https://binti.com/

care can improve stability and reduce the number of children experiencing a placement crisis
Our child welfare systemmust enhance efforts toexpand respite care; provide case aides to
temporarily assist foster parents; and identify a system gipsut services for foster parents
including counseling, educational assistance, respite care, and ‘mmnalssistance for children
with high risk behaviors

U Ensure that Children in State Care Receive Appropriate Mental Health Services.
The vastnajority of children placed in hotels have behavioral issues and/or mental health needs
which contribute to placement instabilityOur child welfare and behavioral health systems
must ensure that children receive treatment and services tailored to treds The impact of
providing necessary mental health services go far beyond efforts to reduce placement
exceptions These services are essential to child weiing and improved outcomedVhen a
child s behavioral and yelyyeatbdpthegpmdpects of atainimgb | e ms
a safe, stable, and permanent home increase

U Recruit, Train and Compensate “Professional Therapeutic Foster Parents”.
Policymakers should explore recruiting, training and compensating a select group of therapeu
foster parents, to devote their full time and attention to the care of high needs children and
youth with mental health conditions and or challenging behavidiisese foster parents would
be required to complete additional training and be expectetktice on greater responsibilities
in caring for these childrenThis would provide a famijke placement for these children,
decrease the need for congregate care, and increase placement stébility

Many of the children who experience placemextceptions have significant mental health

needs and/or challenging behavioral issues which exceed existing resources within our foster
care system Even with the current tiered levels of maintenance payments, foster parents are
not fully compensated fathe cost of providing for these children or for the work involved in
meeting their needs

Thesolutionsdescribed aboveequire a significant investmerof time and money and will ndiappen
overnight Until placement resources exceed the varied neefshildren in state car€QFCO believes
additionalresources should bprovidedto manage the negativeeffects of placement disruptions and

hotel stays by better equipping staff and reducing the chaotic and constantly changing environment for
the youth OFCO recommends DCYF:

U Ensure All Staff Who Supervise Children Overnight are Adequately Trained
TheDepartmentcurrentlyoffers Ri g ht  Rrarsngto siaff imterested in developing skills
to work with children in possibly volatile situatioffsTheDepartment should increagbe
number of After Hours caserkers completing this training and certification as they frequently
superviseyouth overnight in hotels The Department should also consider other staff training
options addressingehavior management and crisis intervention techniques; conflict resolution
or problem solving skills; youth supervision requiremenmanagingsexually aggressive and

37“The Foster &e Recruitment and Retention Crisi§August 2016) Dee Wilsamitp://www.uwcita.org/the-foster-care
recruitmentand-retention-crisis/

38 Right Response focusende-escalatbn techniques and is currently available to all staff who wish to take this training. Itis a
certification program that requires recertification even2lyears. Please seéttps://rightresponse.org/deescalationskills
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physically aggressive/assaultivehavior and effects of trauma on childréfi Existingtraining

for group home and residential treatment staff may serve as a modelinimize aggressive
behaviors, assaults on peers and DCYF staff, and property destruction, and give staff the tools to
feel empowered when supervising these children and iasestheir own sense of security

U Provide Appropriate Structured Programs and Activities.
Expandopportunities for youth to participate in activities, structured programs, and educational
options when they are awaiting placement, rather thstting inthe DCYF office all day
Researclshowsyouth who are disengaged from community and school activities are at risk for
a range of negative outcomes, such as school dropoutdsstiructive and antsocial behaviors
and chemical dependency u$e Youth who spendextended time irthe officeoften become
boredor anxious, which can lead thsruptive behaviorsr running away Additionally, when
youth are housed in agency offices simply awaiting placement, staff are taken away from
important casework activities to supervise them

Because ranyof theseyouth require ahigher level of supervision that make participating in
community outings and other activities more challengitige Department shouldonsider

assigning stafio take childrenon community outings (&. movies, parks, swimming, shopping)
Additionally, DCYF should partneith local youth organizations to create opportunities for

children awaiting placement to be able to attend structured activities like day camps, teen
nights,and athletics When a youth comes into care or disrufitsm aplacement, all efforts
should be made to cont i nue infaryextracurrcaar activijest h a t
in which they aralreadyenrolled

39 Minimum Licensing Requirements for Group Care Facilities. DSHS Division of Licensed Resources. June 2018.
https://www.dcyf.wa.gov/stes/default/files/pdf/WAG388-145.pdf

40 This recommendation is in part informed by commentsrfran Area Administrator and supervisor who noted it was staff

with experience working in residential care facilities that interacted best with youth who éathitifficult behaviors and were

physically aggressive. Many of these youth may also be going through mental health crises and training may help staéf recogni

signs of a mental health crisis and know how to respond.

41For a summary of thisresearchséeSt r uct ured Extracurricular Act i tonsttores Among
School Psyc hol oRpyctology ihthe SThooldolum® #, INameber 1, January 2004, pp43l
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FOSTER CARE AND THE CRIMINAL JUSTICE

SYSTEM

The criminakation of youth in foster careefers to practices, policies, and discrimination that funnels

youth from the child welfare system into the criminal justice systér@hildren with a history of

involvementwith the child welfare system have a high likelihood of coming into contact with the

juvenile justice systemlin 2010, nearly 44 percent 8/ashingtonyouth who were referred to the

juvenile justice system had a history of contact with DCYF (thenD$SHSE€m en’ s Ad mi ni str at
Youthinvolved with the juvenile justice system who hadhistory ofchild welfare experience were

referred to the juvenile justice system an average 6fylears earlier than youth with no child welfare

history.** This correlabn lastswell beyond childhood one in fouryouth who exit foster care without

permanency will be involved in the criminal justice system within two years of leaving fostef care

Frequent placement changes while in foster care associated with an @éneasedisk of juvenile
delinquency*® This is exacerbated by placement in a group hoae study found the risk of juvenile
delinquency is two and a half times greater for youth with at least one group home placement
compared to youth in foster care sigs who have not been placed in a group hothe

In 2017 OFCO received a series of complaints alobiltren placed im statelicensed group home
Thecomplaints raised concerns thadtdsechildrenwere at riskof harmby beingplaced withpeers who
frequentlyrun away ad engage in criminal behavioAttorneysrepresenting childremavevoiced

similar concernshatt hei r c | i e nt begnocworisared oneeltheywéreplaced itya group
home*® Researchers found thahildren in group homes are separated from rdalinquent and

positive role model peers and instead are surrountigdhose withbehavioral problems and juvenile
justice histories® Theyconcludedexposure toanti-social peergxacerbated deviarbehavios

including but not limited to smoking, problems in school, physical aggression, substance abuse, and
delinquency?®

2 The Foster Care to Pr i sWonr kRsi.p'e |RancEeee Vogusviag 2088c hl.s and How |t
https://www.teenvogue.com/story/thefoster-careto-prisonpipelinewhat-it-isand-how-it-works

““ Preval ence and Chyastaecn e¥d wstth cisn VéaEhirghan State Center fo8 Coart Resedrch.

April 2014. This study found that 56.1% of youth referred to juvenile justice system had no history with CA; 31.3% bad at lea

one rekrral and investigation by CPS; and 12.7% had legal activity and/or out of home child welfare placement.

44 |bid.

% Tool kit for Jim Casey Y onetiton. Qmp @asay YYauth Ogportengies Initiative.i2@18.i ve Sit es’
http://www.aecf.org/m/resourcedoc/aecflimCaseyinitiative Toolkit. pdf

46“Child Maltreatment and Juvenile Delinquency: Investigating the Role of Placement and Places@nal b i | hRygn” . Josep
and Mark TestaChildren and Youth Services Revigalume 27, Issue 3. March 2005.

47 Juvenile Delinquency in Child Welfare: Investigating Group Home Efféaseph Ryan, et. &hildren and Youth Services

Review September2008.https://www.sciencedirect.com/science/article/pii/S0190740908000418

4 The Long Way Home: When the State of Washingtis@GwnGave up on
Hands . ” Wi | BheRuacifiC Nartrevest lolandgkpril 2017 https://www.inlander.com/spokane/thelongway-
home/Content?0id=3864168

49« Juvenile Delinquecy in Child Welfare: Investigating Group Home Effedtsseph Ryan, et.aChildren and Youth Services

Review

%“ Testing Peer Contagi on Bethany Remde he®Msenation subntittedatd GebrgeSVarren i c e s 7 .
Brown School of Soci#fork. 2007.
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Youth living in goup homes are more likely to beexposdto incidents involvingaw enforcement
Group homeslike fosterhomes,are requred to notify law enforcement when youth run awa@ne
county court commissionazommentedthat group homes are more likely to involve police for

something that in a family setting might result in a child being grounded, such as throwing} food

In reviewing information on hotel stays, OFCO obsersederaloccasions where law enforcement was
calledsuch aswhen a child threw a pot of foga child refused to leave the hotel room in the morning
to return to the DCYF officevhen a youth gained accessdmsecure area in a DCYF offemed when a

youth knocked a phone out of a c aBeewrrrhklsr
examples of law enforcement and medical personnel being called when youthexpegiencing a
mental health crisis,ssaulted caseworkers or peews,causedsignificant property damage

Department calls law enforcement to control a youth’s behavior

OFCO received a complaint alleging the Department repeatedfdealt threatered to call
law enforcement as a means odntrollinga 13 year oldAfrican Americac hi | d’

child is adversely impacted lexposure to police officerim the context obehavior
managementnd believeshat the Department shoulthave bettermethodsfor handling
children withchallengingoehaviors

This child also spent a total of 41 nights in hotels over the past lgaghad multiple group
home placements and wamted to have difficulbehaviorsas well as symptoms of Pest

and towards Department or group home staffi one incidenin which he was accused of
assaulting group care stathe police were called anthe child was arrestedThe child

the childrefusedto go to schoal

When contacted bYDFCQthe Area Administratoasserted that stafonly contact law
enforcement when necessarguch asvhen a child is a threat to others or has seriously
damaged property The Area Administratdndicated that numerous staff on different shifts

have felt it necessary to contact law enforcement for assistance with this child

OFCO did not make aaglversefindings in this case

s, be
rather than using other interventions or behavior modificatiofiie complainant believes the

Traumatic Stress Disorderhe chilchad ahistory of being physically aggressive in placements

claimed hesimplypustedt he st aff’' s hand away. Hewaslatee s p o
chargedin juvenile court On aother occasionthe Department called law enforcement when

hands

https://kb.osu.edu/bitstream/handle/1811/32090/20 2lee paper.pdf;jsessionid=A3D2C1213258DBC628D50BD763%2FD2B

guence=2
51“ The Long” WaWalHoene Cr i sci one, i bid.
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OFCO RECOMMENDATIONS

U DCYF should develop policy to standardize practice about situations that would
require a law enforcement response to assist with a child’s conduct.
Thereare situations where contacting law enforcemengay benecessary to protect youtand
staff from physical harnand/or to prevent serious property damaggélearly defined policies
and proceduresvill helpagency staffdentify the situations where involving law enforcement is
necessary and appropriatand which situations malye better resolved with alternate de
escalation andehavior managemerntchniques.The utilization ofdw enforcements a tool to
control behavioy particularly with younger children, should be rare, and only as an absolute last
resort

U DCYF should provide caseworker training on trauma informed strategies to de-
escalating conflict situations and behavior management of children and youth.
The Department should evaluate training that is currently available and assess whbthe
casavorkers are sufficiently trained in elescalation and behavior managememt.2019, DCYF
will also manage Juvenile Rehabilitation Services. This could provide atunmiydio cross
train DCYF casmrkers and utilize training resources currently available
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PLACEMENT INSTABILITY AND EDUCATION

CHALLENGES

Children in foster care are a vulnerable and mobile student populafldrey typicallyexperiencemore

unscheduled school changes than peers not in foster.c@ree study found that 7percent of children

in foster care had at least one unplanned school change in the school year, compared to 40 percent for

those notinfostercar Unex pect ed school changes a.r €hidtemt ri menH
in foster care experiendewer graduation rates; lower scores on academic assessments; and higher

rates of grade retention, absenteeism, suspensions and expulsions

Recognizing the importance of supporting education and school success, state and fedasaielhas

DCYF padties set forth requirements for meeting the educational needs of children in fosteftare

DCYF policy st at e sofffomécaré a change pladements wilt remrain at the school
they were attending, whenever it is practical and ietesti nt er e st . ®@dlicy aldoenandates | d ”
that all schoolaged cliidren in out of home placemerattend public school, unless they are court

approved for a different educational settingome of the responsibilities ohseworkergelating to a

child s edware@mt i on

f coordinate with a child’'s school di strict with
they were attending, including transportation planning;
1 confirm the child is enrolled and attending school within three days of initiabbiiome
placement;
9 request education information and records as needed,;
M advocate for services to meet the child’s acad
1 notify all legal parties when a sobl disruption occurs®

While keeping the child in a placement where they can maintain their school enroliment is a high

priority, a shortage of available placements means that yoodly have to belaced far away from their

school This means they musinroll in a new school or spend a significant portion of time commuting

from the new placement toheir originalschool When a chil d’ s placement is d
moving to new placements on a nightly basis there is a unique set of challengassporting and

maintaining a child in schaoA child may also be going through a mental health crisis or have otherwise
unstable behaviors that are contributing to tidacement disruption and/oneed for hotels as

52“Foger youth stability: Astudya€al i f ornia foster youths’' school and Tesidenti
Kristine Frerer, et alnstitute for EvidencBased Chang€2013).http://www.voced.edu.au/content/ngv%3A74049

53 NeRegul atory Guidance: Ensuri ng Eduld.% Départment of EslticatibniahdiUtSy f or C
Department ofHealth and Human Service016.

https://www2.ed.gov/policy/elsec/leg/essa/edhhsfostercarenonregulatorguide. pdf

54 A comprehensive list of laws relating to edtioa for children in foster care can be found on the Washington State Office of
Superintendent of Public Instruction (OSPI) websiténtir://www.k12.wa.us/FosterCare/Laws.aspRCYF policies arodin

education can be found in CA Practices and Procedures Guide 4302A. Educational Services and Planning: Early Childhood
Development, KL2 and PosBecondary.

55 CA Practices and Procedures Guide 4302A. Educational Services and Planning: Early Chilellopotebg\12 and Post

Secondary.
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placement that may also makentore difficult to ke@ a child safe at schaoP| anni ng f or
education should include contact with the school district foster care liaison who is responsible for
ensuring that students in owtf-home care are enrolled in and regularly attendawnool®®

Through reviews gblacement exceptionas well as colaint investigations, OFGgbserved several
instances of youth experiencing frequent placement disruptions in which the youth did not appear to be

attending schoal In some casegouth were notenrolled or attending school for an extended period of

ti

enrollment In other cases, youth were enrolled in school but chose not to attend or were missing f

me prior to the Department’s involvement,

t he

and

care Three examples of youth with multiple short term placements and hotel stays highlight the work
of the Department and the challenges of enrolling and keefliegeyouthsin school

Youth maintains school attendance despite placement instability

A 15yearold youth entered DCYF care after being discharged from a behavioral health
hospital and a determination it would not be safe for her to return home. A placement was
not immediately available and the youth spent several nights in hotels #rat short term
placements. While reviewing the circumstances surrounding the hotel stays, OFCO noted t
caseworker was making extensive efforts to keep the youth enrolled in school despite not
having a stable placement.

Department staff transportedite youth from the hotel and DCYF office to school as needed.
When the youth began engaging in se#frming behaviors at school the caseworker
requested and attended multiple meetings with the school administrator and counselor to
develop a safety plan thhavould keep the youth safe while continuing to attend school. The
youth however frequently ran away from school, and expressed suicidal ideation. The
caseworker and the school eventually decided the youth could not be kept safe at this scho
and reconmended an alternative program. The youth did not want to attend this program,
and did not go to school for a brief period. When a foster home was located, the youth was
immediately enrolled in a new school near the foster home. The youth was onl indime

for a brief period when an out of state group care facility was identified and the child was
moved. The facility has an @ite school.

56 Information about the Foster Care Education Program and School District Foster Care Liaisons is available at:
http://www.k12.wa.us/FosterCare/
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Youth experiences significant schooling disruption due to multiple
placements

OFCO initiated an investigation after receivingltiple notices abouta nine-yearold child

who had been staying in hotels, multiple foster homes, and a group home over a period of
several months Thechild spentatotal of 46 nightsin hotels this pasyear anddid not attend
schoolfor a significant period of timeOFCO reviewed the case file and contacted the
supervisor and caseworker for additional information

After the childwas discharged from group cane experienced a series of short term foster
homes interspersed with spending nights in hotels. During this tiraecaseworker tried to
enrollhimin alocal schoal The school distridioweverdid notbelieveit could meethis
needsasidentified inhis Individualized Education Program (IEPhe caseworketontacteda
nearby school distrigtvhich declined to enrolthis youth. The caseworker then went back to
the original shool district and this time the schoabreed to serve the child

Soon ater the local school agreed to enroll tiehild, he wasmoved to a group home across
the state Thismove occurredh few weeks before winter break and the schoehr the group
homesaidit could not enroll theyouth until after the holidays Just before school resumed
the youthwas hospitalized for suicidal ideations and aggressive behadelasying histart of
schoolby another week Theyouth attended school for twaveeks until thegroup home
asked forhim to be removed

The youth wa then placed in a foster home amés enrolled in school by the foster parent
However, a month later, the foster pareasked for the child to be removedVith no
alternative placementshe childreturnedto his home regiorstayingin hotels and nighto-
night foster homes The caseworker again contacted the origisehooldistrict to reenroll
the youth. The district agreed, butpdating his IEP angket anotherschool vacation delayed
hisenrollment in the interim however, the district offered autor. The district eventually
made a plan with the department to transport tlyguth to a therapeutic school program 45
minutes away from the foster homeAs of this writing the/outhis in a norpermanent foster
home and is enrolled and attending scthoo

Due to placement instabilitslescribed abovethis youth spentsixmonthsnot attending
schoolconsistently OFCO did not makenadversdindingagainst the departmenin this
caseas the caseworker made continuoasd diligentefforts to enroll theyouthin school
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Failure to meet young child’s educational needs during hospitalization

OFCOnvestigateda complaint alleging that DCYF refused to pick dpendentchild from a
hospital emergency departmeiatiter being brougt there due to assaultive behavtoward
the foster parents ad children in his fosterhomeDe s pi t e OFCO’' s advoc
moved to a suitable placementis sevenyearold child spent just over one month in aault
psychiatricunit, where among many other concerpthe child was unable to attend school

The hospital contacted CPS intakaequest that the child be removed from the hospital as
not only did the facility have no beds available faeaenyearold child, a medical evaltian
of the child indicatedhat he did not meet criteria for inpatient hospitalizatiorDver the
course ofamonth, hospitaktaff continued toexpressconcernsabout the childand requested
the Department pick him upThey stated that the aduftsychiatric unit was a physically and
emotionally unsafe place for a child for any amount of time, let alone an extended period
OFCO contacted the Area Administrator who noted D&tYF waattempting to finda
suitableplacement for the childhat wouldmeet his special needs hroughout the child s
stayin the hospital, the child did not attend school and there was no record of any éffort
DCYRrome et the child.s educational needs

OFCO made two adverse findings in this case:

1. OFCO found it clearly unreasonable under the circumstances to lesexeryearold
child in an adult psychiatric emergency departmeagainstmedicaladvicefor 32
days A hospital emergency departmeninless medically advisgeid not a recognized
placement for children in DCYF cafecording to the medical staff this situation was
harmful to the childg furthermore, itsoured relations between the facility and the
Department

2. OFCO found that the Depart mengforthschilda c k
was a violation of DCYF poliéyOFCO could not find any record of attersiu enroll
or transport the childo school, or otherwise meéditis educational needs while in the
hospital

The Department disputed the finding about the placemkeing unreasonable, citirits

difficulty infindinga pl acement t hat c o.udF@Oenestielessiphele c
this adverse findingTheDepartmentdid not dispute the finding that the childid not receive
educational services while in the hospital

57 CA Practices and Procedures Guide, Section 4302A Educational Services and Planning: Early Childhood Devefbpment, K
and PostSecondary.
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PARENT-CHILD AND SIBLING VISITATION

Visits between parents and children help maintain the pasenitd bond and are necessary for parents

to regain custody of their children after they are placedin-of-home care Research shows consistent

and frequent visitation between paandisassocimedd chil d
with improved child welbeing less time in oubf-home careand faster family reunificatiaff

“Visitation is the right of the family, including the child and the parent, in cases in
which visitation is in the best interest of the child. Early, consistent, and frequent
visitation is crucial for maintaining parent-child relationships and making it possible
for parents and children to safely reunify. The department shall encourage the
maximum parent and child and sibling contact possible, when it is in the best interest
of the child, including regular visitation and participation by the parents in the care of
the child while the child is in placement. ” RCW 13.34.136

Concerns about visitation are onembst frequentcomplaintssubmitted toOFCO In the 20172018
reporting year, OFCO receivi6 complaints alletpgthe Department was not providing appropriate
vigtation for parents andor other relativesof the child as well as thirteegomplaintsthat the

Department was not ensuring appropriate contact between siblingsit-of-home care®® Additionally,
parents frequently complain that their court order regesr supervised visits which they feel is
unnecessarily restrictiveOFCO intervenedr provided substantial assistance in 21 complaints involving
these issues and monitorezhsesn three complaintd¢o ensure a resolution

OFCO made three adverfiadings relating to parenthild and/or sibling visits not occurringn two of

the findings, visitation between a parent and a dependent child were not occurring as specified in the
court order®® In both of these complainfsisits were not occurringtdeast in partbecause the

caseworker was unable to locate a contracted visit provider to supervise the VWisitge of these cases

after being contacted by OFCO with concerns about the visits not happening, the caseworker supervised
one visit per wek until a contracted provider could be arranged

“Family Visitation in the Child Welfare System.” Policy bri
https://partnersforourchildren.org/sites/default/files/POCFamilyVisitationBrief%20FINAL . pdf

59 Five complaints identified both contact between paremd child and between siblings as issues.

80 For a further summary of these findings see Appendix D.
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Example One: Lack of visitation providers results in a mother not having
visits with her child

A13-yearold entered DCFS care due to physical abuse by the pafdm.shelter care order
provided monibred visits between the youth arhrentat a minimum of two times a week

for two hours, as well as liberal monitored phone conta@FCO received a complaint that
these visits were not occurring. | rfara i al
few months until conflicts with the parent arose and the caregiver was no longer willing to
facilitate visits. The Department arranged for a visit provider and visits occurred for a coupl
of mont hs. The parent ' s addahdethe gravider eventuglly t |
cancelled the visitation contract.

Visits did not occur for the next three months. The parent periodically asked about visits an
was reportedly told by the caseworker that arrangements were in process. Thopginsim
visitation was not occurring the caregivers were facilitating phone contact between the youtl
and parent during this periodWhen contacted by th©mbuds, the Department
acknowl edged t he p aandeadthatthe caseyvbrker haddremaking i t ¢
diligent efforts to find a provider to pick up the visitation contract. The Departragreed to
provide visits monitored by easevorker until a contracted provider was arranged

While recognizing tha shortage of contracted visit providezentributed to the lack of

parentchild visitsn this case, OFCO made an adverse finding that the agency failed to prov
court-ordered visitation. OFCO noted that the failure to provide visits was due to inadequate
resources to supervise visits andtrattributed to a lack of diligence by the caseworker.

Example Two: Lack of visitation providers results in a mother not having
visits with her child

OFCO investigated a complaint that a parent did not receive several hours of visitation
because the Department was having difficulties locating a visitation supervisor. The
complainant recognized that the Department was actively seeking a contractedierawi
supervise the visits but felt that the caseworker or other Department staff should supervise
visits until a provider was found.

OFCO contacted the supervisor who acknowledged that not only was there a delay in locati
a contracted provider, buhat the provider found could only supervise some of the court
ordered visits, necessitating a search for a second provider. Eventually another provider wzé
located and the Department agreed to provide an additional three hours of visitation per
week to make up for the missed visits.
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OFCO made one finding abdbe lack of visitation betweetwo dependent siblings placed in separate

placements In this case the Department arranged only three sibling visits otleea-yearperiod.

Departmentpolicst at es t hat siblings pl aced dodazavisitsorwi | |
contacts, unl ess t he.lt ®hile @FCaA acknawledgedthhetsiblingswere pt i on”

placed significantly far from each othém;personcontact with sibihgs isnevertheleswital for
maintaining family connections

OFCO intervenes to set up sibling visits

OFCQeceived a complaint alleging two siblings in sepafagter homeswere notreceiving
in-personvisitswith each other The siblings werparticipating inSkype visits two times a
week dur i nginpetsavisitsawithithe yourger childOFCO contacted theCFS
supervisor assigned to the case to agiether inperson visits could be arranged for these
siblings The supervisoarrarged forthe caseworker to facilitata sibling visit Soon after
the childrenreturnedtot he mot her ' s <car e

Siblings visit with one another after OFCO intervention

OFCO received a complastatingtwo dependent siblings, ages four and eight, placed in
separate homeandare not having visitation with one anothefhese childremntered state
care in 2014 They remained together through multiple placements until April 2015, when the
younger childvas placed with her fatherin August 2015 his childsustained significant

injuries by her father and was placed in residential care able to meet her medical. nE®els
older sibling remained in licensed foster care and then was placed with a relathe

Ombuds found that the Department had grarranged three sibling visits ovetraee-year
period. The first visit was in July 2016, and the next two visits occurred in March and May
2017 Depart ment policy states that siblings
faceto-face visits ocontacts, unless there is an approved exception | n t hi s c a ¢
no approved exception, and the Department
prevents these children from preserving and maintaining their relationship

OFCO made an adverse findiegardingthe lack of sibling visitatioanAf t er OFCO’ s
the siblings were able to have an electronic, FaceTime visit and the Department noted that
they are working to acquire wireless tablets for the children to ensuoee regular visitation
OFCO did note however that this response does not address a plan to aimgreyson
visitation between the siblings

61 CA Practices and Procedures Guide. Section 4254. Parent, Child, Sibling, and Relative Visits.
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Importance of Family Visitation in the Least Restrictive Setting While Ensuring Child Safety

Currentagency policies providdat parentchild vsitsmust bein the least restrictive settingn the
chil d’ s communi tapd umshpermised unless theopeesench of #nreats and danger to
the child requires the constant presence of an adult to easte safety of the chil® Factors
necessitating supervised visits include: injury to the child from abuse or neglect that require medical
attention; cases of sexual abuse or involving a lavoe@mentinvestigation; risk of emotional or
psychologicaharm to the child; or danger that the parent will flee with the child

When completing the parent and child visit pléime casevorker determines whether visits will be:

1 Unsupervised —the parent is able to safely cafer and protect the childluringthe visit;

1 Monitored —the parent is the primary caregiver and an approved adult periodically observes
and intervenes if neededr

9 Supervised —an approved adult maintains line of sight and sound supervision and intervenes if
needed

Visit plans and the level of supervision are reviewed and reassessed at least monthly during supervisory
case reviews.

While agency policiedgescribe variousiered levelsof visitsbased on child safety factorshild welfare
professionals report an over reliance on supervised visits and that dependency court partners are often
unaware of agency policy and are not implementing its provisidd® address this issueteam of

state and community partneféinvolved with dependency proceedings desigaed provided a one

day Visitation Forum stakeholder training in select courftiethe forum provides education about the
Depart ment ' s pol ifar gourgparithersssuch as ptproays, CASA/GALS judicial officers
and caseworkergp develop ashared improvemenplan to facilitate a more meaningful discussion of
parentchild visits enhance the quality of court hearinggndensuee child safety while protecting the

rights of the family Visitation datain these countieindicates that these fiaums have been successful in
reducing reliance on supervised visits

62DCYF Practices & Procedures Section 4254,

63 Dependent Children in Washington State: Case Timeliness and Outcomes, 2017 Annual Report, Washington State Center for
Court Researchnttps://www.courts.wa.gov/subsite/wsccr/docs/20DTR.pdfReport to the Legislature Parent Child Visitation,
Children’'s Administration DSHS, January 2016.
https://www.dshs.wa.gov/sites/dfault/files/SESA/legislative/documents/Supervised%20Visits%202015.pdf

64\Washington State Administrative Office of the Courts, Court Improvement Training Academy, Washington State Office of
Public Defense, and DCYF.

65n 2017 2018, Visitation Forums havieeen held in Grant, Grays Harbor, Island, Mason, Skagit, Thurston and Whatcom
counties.

66 For example, in Grays Harbor County, supervised visit rates dropped from 91% to 56% following the Visitation Forum and
shared improvement plan.
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OFCO RECOMMENDATIONS

U Continue Stakeholder Training Efforts on Child Safety and Parent-Child Visitation
Judges, attorneys<CASA/guardians ad litem, caggkers and others involved the dependency
process should receive training @epartment policychild safety planningn the context of
visits,and the best use of supervised visits

U Establish a Framework to Identify Families that do not Require Supervised Visits
In collaboratiorwith other stakeholders, the Department should establish a statewide
framework toreview visit plans anitlentify families where circumstances do not require
supervised visitsThis framework would assist in the consistent application of agency ity
ensure the effective distribution of funds for families requiring supervised visits
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DEPARTMENT OF CHILDREN, YOUTH, AND

FAMILIES OVERSIGHT BOARD

OnJuly 1, 2018, Children’s Admi ni ambiaetd iofoomtheaend t he
Department ofChildren, Youth, and Families(DCYF)During the coming yearhe governor and

legislature will review recommendatiomghether the Juvenile Rehabilitation division and the Office of
Homeless Youth Prevention should be integratet ithe DCY By July 2019

This realignment oftate agencies represents a fundamental chaingghe delivery of child welfare
services tgrotect children from harm, and promote healthy development by providing high quality
prevention, intervention andearly education services. Included in the design of the DCYF is a focus on
measurable outcomedtansparency anaversightwith the goal of improving public accountability for
the child welfare agencyTo ensure transparency, the DCYF is required teerpakformance and
outcome data available to the publi€nhanced oversight of the DCYF includes the creatiored @ F
Oversight Board

This past yealQFChas been engaged witkstablisting the DCY©versight Board for Children Youth

and FamiliesT h e b oiensedmemberghiincludeslegislators, subject matter expertéand

representatives from stakeholder groups involved in child welféaren  or der t o measur e DC
in meeting performance goalandsystem oversighthe board has twad authority ta obtain data and
informationfrom the DCY,Fequest investigations by OFCO and access relevant OEQQgeneet

with and receive feedback from stakeholdezsd review DCYF contracts with service providéise

oversight board isurther empowered to review, overturn, modify or uphotthild cardicensing

compliance agreementhat do not involve a violation of health and safety stand&td3he first

meeting of the oversight boardiasheld on August 30, 201&ndthe initial annual reporto the

legislature and the governor is due December 1, 291Bhe Oversight Board will monitor and guide the

devel opment of this agency and its impact on Wash

67 Legislation require a total of four subject matter experts, one for each for the following fields: early learning; child welfare;
juvenile rehabilitation and justice; and reducing disparities in child outcomes by family income and race and ethnidiéy. Chap
6, Laws of 201{SESSHB 1661), Section 101(10)(a).

681d.

69 InterestedIndividuals may sigop to receive email notices regarding Board meetings at:
https://public.govdeliverycom/accounts/WAGOV/subscriber/new?topic_id=WAGOV_128

Page |53


https://public.govdelivery.com/accounts/WAGOV/subscriber/new?topic_id=WAGOV_128

DCYF OVERSIGHT BOARD

The DCYF Oversight board is tasked witinitoring and ensuringhat the DCYF achieves the stated
outcomes and complies with laws, rules, policies and procedures pertaining to early learning, juvenile
rehabilitation, juvenile justice, and children and family services

Powers of the DCYF Oversight Board

The pwers exercised by a majty vote of the Board include:

A Select officers and adopt rules for orderly procedure

A General oversight over the performance and policies of the DCYF and provide advice and input
to the DCYF and governor

A Receive quarterly reports from the Office of Innovation, Alignment, and Accountability regarding
the implementation of the DCYF (July 1, 2018 to July 1, 2019)

A Request investigations and receive reports from OFCO

A Obtain access to all relevant recoidhn OF CO’ s. possessi on

A Request and receive information, outcome data, documents, &sm DCYF

A Determine whether the DCYF is achieving its performance measures

A Review DCYF decisions regarding licensing compliance agreements that do not involve a
violation of health and safety standards, with the authority to overturn, change, or uphold
DCYF’' s .deci sion

A Conduct annual reviews of a sample of DCYF contracts for services to ensure they are

performance based and assess measures included in contracts

DCYF Oversight Board’s Duties and Responsibilities

A The first meeting will be on or after July 1, 2018

A The Board wil! i mmedi ately assume the duties o
(LCOC)

A Assumes the full function of the LCOCIbfy 2019

A Convene stakeholder meetings at least twice a year to allow feedback regarding contracting
with DCYF, the use of Il ocal, state, private an
dutes The oversight boar depblicfeR@M488Nngs are open to

A Review existing surveys of providers, customers, parent groups, and external services to assess
whether DCYF is effectively delivering services, and conduct additional surveys as necessary

A lIssue an annual reporttothe govermmmn d t he | egi sl ature reviewing
meeting performance measures and outcomes, and
rules
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LIST OF DCYF OVERSIGHT BOARD MEMBERS’®

Representative of anrganization that represent:

Annie Blackledge, Mockingbird Society the best interest of the child

Subject matter expert in reducing disparities in

A Lss, TEEM CITE child outcomes by income, race, and ethnicity

Ben de Haan, UW School of Social Work Child welfare subject matter expert

Juvenile rehabilitation and justice subject matte

Bobbe Bridge, Center for Children & Youth Justi
expert

Charles Loeffler, Department of Children, Youth,
and Families

Jess Lewis, Office of the Superintendent Biiblic
Instruction (OSPI)

Judge Frank Cuthbertson, Pierce County Superio Judicial representative over child welfare
Court proceedings or other

Child welfare caseworker representative

Foster parent representative

Kevin Fuhr, Moses Lake Police Chief Law enforcementepresentative

Early childhood program practitioner

Lois Martin, Community Day Center for Childrer .
representative

Loni Greninger, WI YSa G 26y { QY | Western Washington tribal representative

Rep. Ruth Kagi, House of Representatives Early learningubject matter expert

Rep. Tana Senn, House Democrats Legislator

Rep. Tom Dent, House Republicans Legislator

Sen. Jeannie Darneille, Senate Democrats Legislator

Sen. Steve O’Ban, Senate Republicans Legislator

Shrounda Selivanoff, Office of PubliDefense Parent stakeholder group representative

Sydney Forrester, D2 S NY 2NN& t 21Governor’' s Of fi cwting)ep

Wendy Thomas, Kalispel Tribe Eastern Washington tribal representative

70 ist of members is current as of October 11, 2018.
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APPENDIX A

COMPLAINT INVESTIGATIONS BY REGION AND
OFFICE

The following section prades abreakdown of DCYiEgions and offices identified in OFCO complaints

Table8: Populations by DCYF Region’!

Children Under 18 Pe.rcent of
DCYF Region Years Residing in Washington State
g . g Children Under 18
Region
Years

Regionl (Spokane) 208,855 13.2%
Region2 (Yakima) 175,566 11.1%
Regior3 (Everett) 263,539 16.6%
Regiord (Seattle) 418,141 26.4%
Regiorb (Tacoma) 256,552 16.2%
Regionb (Vancouver) 264,157 16.6%

Figue 16 OFCO Complaint Investigations Completed by DCYF Region, 2018

23.7%

16.6% 16.0% 16.5%
14.9%

9.2%

3.1%

Region 1 Region 2 Region 3 Region 4 Region 5 Region 6 DCYF
Headquarters

71 Partners for Our Children Data Portal Team. (2017). [Graph representation of Washington state child welfare data
9/20/2017]. Count of All Children. Retrieved frdmtp://www.vis.pocdaia.org/maps/childpopulationregions
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Table9: OFCO Complaint Investigations Completed by Office, 2018

REGION OFFICE REGION OFFICE

Spokane DCFS 73 King South DCFS 56
Moses Lak®CFS 22 King Eat DCFS 31
WenatcheeDCFS 19 Martin Luther King Jr. DCFS 20
ColvilleDCFS 15 KingWestDCFS 19
OmakDCFS 6 4 Office of Indian Child Welfare 17
Newport DCFS 6 White Center DCFS 3
Colfax DCFS 5 DCIS Central Office (Regioh 4 3
Clarkston DCFS 4 DLR (Regio4) 3
DLR (Region 1) 2 Tacoma DCFS 41
Richland/TrCitiesDCFS 24 Bremerton DCFS 36
YakimaDCFS 21 Lakewood DCFS 27
Walla Walla DCFS 14 > puyallupDCFS 25
GoldendaldDCFS 8 DCIS Central Office (Regioh 5 4
Ellensburg DCFS 6 DLR (RegioBb) 3
Toppenish DCFS 5 Vancouver DCFS 83
White Salmon DCFS 3 Tumwater DCFS 33
SunnysiddCFS 1 KelsoDCFS 27
DCFS Central Office (Region 2) 1 AberdeenDCFS 22
DLR (Region 2) 1 Centralia DCFS 19
Alderwood/Lynnwood DCFS 33 Shelton DCFS 18
Everett DCFS 28 6 Port Angeles DCFS 4
BellinghamDCFS 25 StevensorDCFS 2
Mount Vernon DCFS 22 Port TownsendCFS 1
Arlington/Smokey Point DCFS 15 South Bend DCFS 1
Monroe/Sky ValleppCFS 8 Forks DCFS 1
Oak Harbor DCFS 7 Long Beach DCFS 1
DCFS Central Office (Region 3) 1 DCFS Central Office (Region 6) 2
DLR(Region3) 7 DLR Region & 3
Central Intake Unit 11

DCYMHeadquarters 8

Other DLRCPS 7

Adoption Support Services 2

Complaints about nolDCYRgencies 9
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APPENDIX B

ADVERSE FINDINGS BY OFFICE

The following setion provides a breakdown of DCffices identified in adverse findings

Table D: Adverse Findings by Office, 2018

E-3

REGION OFFICE
Spokane DCFS
Region 1 Moses Lake DCFS
Region 1 DLR
Ellensburg DCFS
Region 2 Yakima DCFS
Region 2 DLR
Mount Vernon DCFS
Region 3 Sky Valley (Monroe) DCFS
Lynnwood DCFS
King SouthiNVest DCFS
King SoutfEastDCFS

AP R RPN®OERPRRNENMN®OERERN®ORRRR RO

Region 4 .
King East DCFS
MLK Jr DCFS
Region 5 DLR
Region 5 Puyallup DCFS
Tacoma
Kelso DCFS
Tumwater DCFS
Region 6 Aberdeen DCFS
Shelton DCFS
Region 6 DLR
HeaoII)chaFrters DCYF Headquarters
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APPENDIX C
SUMMARIES OF OFCO’s ADVERSE FINDINGS

Inadequate CPS Investigations and Assessment of Child Safety

CPS did not contact collateral sources as required and missed the opportunity to obtain
medical records regarding a child’s injuries.

CPS received an intake from a physician reporting concernsviar-gear-old child with

suspicious marks and bruises.Sgdnducted the initial fae®-face assessment with the child two
days later and did not observe any marks or bruises. A few days later, CPS received another
from a medical professional reporting the child had swellihgne eyeand a smalfacialabrasion
When asked if “someone hit? her , t he -taface | (
contactwith the child later that dgandobsere d a dar k mar k under t
investigative activities occurred for a mon#pproximately sixveeks after receiving the initial

intake, CPS contacted the custodi al parent 'een si
the child since March. Then@buds concluded that CPS did not contact collateral sources as
required,andshoud have obtained additional i nf or n

injuries from the two medical professionals who reported concerns to CPS intake and request
medical records.

U Violation of CA Practices and Procedures Guide, SectionV?&8& conducting a CPS
investigation, the caseworker must interview professionals and other persons who may
have knowledge of the child abuse and/or neglect allegations or of the family.

DCYF Response:

I n response to OFCO’ s adyv atrcdlaeraf contadis werg missBdC
The Department stated thdioth the CPSaseworkeiandthe supervisoinvolvedwere no longer
employed at DCYF, and that policies regarding appropriate and significant collateral contacts
make during an investigatidmad been reviewed with the entire office.

CPS did not conduct subject interviews, complete a timely Safety Assessment, contact
collateral sources, or complete an investigation within 60 days.

In July 2017, CPS received an intake from a childocavéder reporting markandbruises on a
20-month old child who was in the care of the grandmother. The intake screened in for CPS
investigation and an initidaceto-facecontact with the childbccurredat the child care center the
same dayPhotos taken by the CP#ivestigator showeded marksand scratchee n t he c |
arms though law enforcemenofficerswho accompanied the grandmother and child to the
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hospital reported they did not observe any marks. From early September 2017 tdamihry
2018 here was no documentation of investigative activities, when the case closed with an
unfounded finding for physical abuse. OFCO found that the CPS investigation was inadequate

U Violation of CA Practices and Procedures Guide, Section @padifically ri this case CPS
did not:
A Conduct interviews with the alleged perpetrators/subjects and inform them of tt
allegations as required.
A Complete the Safety Assessment within thirty days of the intake.
A Conduct collateral interviews (e.g. child care providegdinal provider).
A Complete the CPS investigation within 60 days.

DCYF Response:

In its finding, OFCO noted that this CPS unitweagshort staffed havingonly one investigator at
the time. Saffing and workload issues likely contributed to the inadaguCPS investigation. In its
response to OFCO' s adverse finding, DCYF 1
reoccurrence of inadequate CPS investigations, including closer monitoring of directives made
during supervisory case staffingssung performance memos when appropriate, aptbviding
additional trainingon child safety

CPS did not interview the alleged child victims or complete the Safety Assessment in a
timely manner.

CPS received an intake reporting that the mother of four children, ranging in ages 6 to 13 yea
old, was wusing drugs, and that the drugs
CPSnvestigator went to the home and although unable to lecthe mother, observd three of

the four children playing outside. This observation was considered the faitato-facecontact
with the children.Interviews of the childremlid not occur until two months after the CPS report
was received. Departmemiolicy requires that child interviews occur within ten calendar days
from the dateof the CPS intake, if the interviews are not completed during the ififtc@to-face
contact Additionally, CPS is required to complete a Safety Assessment within 36 degsiving
the intake. The Safety Assessment in this case was not completed until two months after the (
intake was received.

U Violation of CA Practices and Procedures Guide, Sections 2310 an@RS3daseworkers
must conduct an investigative inteewv with alleged child victims within ten calendar day
from the date of the intake if the interview was not already completed during the initial
faceto-face contact.

U Violation of CA Practices and Procedure Guide, Sections 1120 and Z&géty
Assessmit must be completed within 30 calendar days from the date of the intake.

DCYF Response:
The Department did not dispute OFCO’'s f i n¢
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CPS acted unreasonably by failing to complete health and safety visits in a case that
remained opened over 90 days.

CPS received a report alleginfpar-yearold child sustained a broken wrist whileadequately
supervised, and wdss/ingin a generally unsafe environment due to possible drug use by the
parent. CPS conducted an initiateto-faceinterview with the child within 24 hours and over the
next month CPS completed a home visit and observed the parent with the child, contacted
collateral sources, and requested a law enforcement welfare check. When thaveB®jator
attemptedto contactthe mother again, she said shedt the child with a friend for the time being
and refused to shartheir name or address. The rtieer refused further serviceshe friend later
contacted the worker to provid&rther information, and the worker learned #t she washe
subjectin a FAR case that closed a year earlier, stemming ptoysical abusellegations. The
caregiveradmitted to previous drug usandphysical discipline dfer own child. The CPS
investigatormade no attempts to see the child agaileTnvestigative Assessment was closed
within required timeframes, yet the case remained opened open for over 90 days without a
documented reason, in violation of RCW 26.44.030(12)te) agency should have completed a
health and safety visit each subsegu 30 days the case was opkeyond the initial 60 days
Theseadditionalvisits did not occur.

DCYF Response:

OFCO initially maden adverse finding based arolations oflaw and policy. The Department
contested these findings on the basis that tlase only remained open because of a technical
glitch preventingthe supervisofrom closngthe case in FamLink. OFCO acknowledged that a
technical issue may have prevented case closure but still felt that the lack of health and safety
visits with the chd in an open CPS case in which the parent had left her child with an unsafe
caregiver and was activedyoidng contact withCPSwas clearly unreasonable and warrantie
adverse finding.

The CPS Investigative Assessment was not completed in a timely manner and health and
safety visits did not occur.

CPS did not conduct an adequate investigation into suspicious burn and/or welt marksen a
yearold child. The initiaface-to-facecontactwith the childwas completed within 24 hours, along
with aninterview of the mother, who denied the allegatiookintentional injuryand said that she
took the child to the doctoto assess the injurie§here was no documented case activity for the
next three monthsuntil a new CPS report allegifigrther maltreatment was accepted for
investigation.During thisthree-month period, CPShould have contaced collateral sources such
as the child s medical provider t danbwestidgaiive I
Assessment within 60 dayandcompeted a health and safety visit with the chiidter the case
had been open beyon@0 daysWhen investigative activities resumed after the second intake w,
accepted for investigation, CPS was unable to locate the mother and child despite numerous
attempts and the investigation was c¢closed as

U Violation of CA Practices and Procedures Guide, Sections 2540 and 2331; and RCW
26.44.030(12)(a)DCYF policy requires that an investigative assessment be completed
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within 60 calendr days, and state law requires that an investigation shall not extend
longer than 90 days from the date the intake is received unless certain exceptions app

U Violation of CA Practices and Procedures Guide, Sections 4420 andla#iand safety
vists must be conducted with children identified in a CPS investigation open longer thg
60 days.

DCYF Response:

DCYF did not request a modification of the finding but did provide information to demonstrate
steps taken to improve practice and service delivery. During the period with no documented
casework, the CPS unit was without a voluntary services wariethree other employees left
the unit, which ledto increased caseloadBolicy timelines and requirementsere reviewed with
the assigned caseworker and superviddre Area Administrataieveloped an action plan
intended to increase case closures within regditimeframes.

The CPS investigation was inadequate and required health and safety visits did not
occur.

CPSlid not conduct an adequate investigation into alleged sexual abuseoothildren ages five
and one yearCPS screened in for investigatereport based on statements made by tfine-
yearold child, alleging inappropriate sexual conduct by the father toward the one year old.
Althoudh CPS conducted an initial famefacevisit with theone-yearold in a timely manner, CPS
did notinterviewthe five yearld child untilfive months after the report was accepted for
investigation.The Safety sgsessment wasnly completed after tlisinterview. The investigation
wascompleted162 days after the intake was received. CPS did not conduct healtbafetyt

visits as required by agency policy while this case remained open. déless not onlyeft the
children at risk of harmbut could have impacted the quality of the interviewth the young child
witness

U Violation of CA Practices and Proceduesde, Section 233CPS is required to make
faceto-face contact with all notvictim children who reside in the home to assess each
child s safety prior to completing the
completed on all children no lat¢han 30 calendar days from the date of the intake. This
policy and RCW 26.44.030(12)(a) mandate that CPS investigations must be closed wi
60 and 90 days respectively from the date the intake is received.

U Violation of CA Practices and Procedures Guide, Sections 4420 andld#iand safety
visits must be conducted with children identified in a CPS investigation open longer thg
60 days.

DCYF Response:
The Department concurred with the adverfsedings and noted the Area Administrator is working
with supervisors to track monthly health and safety vigitth children in open case3he Area
Admini strator submitted a request to the
FamLinkgeneratedreminders tobe sent tocaseworkersegarding upcomingequired health and
safety visits.
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CPS investigation was not completed in a timely manner, a Safety Assessment was not
completed, and health and safety visits did not occur.

CPS received two irtasin one dayalleging neglect afvo children, agesne and six. OFCO
received a cmplaint three months lateexpressingoncerns about how CPS was conducting its
investgation. OFCO found that the family had prior history of CPS reports alleging neglect of t
children. CPS had conducted an initial famdace contact with theone-yearold the day after the
intake was received, finding the child in the care of a reldtivehe day. The child appeared
significantly underweight and the investigator asked thktive to take the child to the
pediatrician that day. The relative agr ee(
visit. The doctor found the childad lost weight since the last medical appointment and express
concern that the child was not eating enough, had chronic head lice, and an unaddressed spe
delay. The doctor provided vouchers to assist the family with nourishment for the child, and
informed the investigator that monthly appointments would be set up with the mother to monit
the child’”s weight. The i nvsewaroldpaveek later ane t
verified that there wasdod in the home. At this contaché childreported regular spankings with
a belt. Three weeks later, the investigator contacted the doctor who confirmed that the mother
was bringing the child to appointments, and the child was making satisfactory weight gain. A
Family Team Decision Meeting wascht formulate a plan with the family to address the
concerns about neglect of the children. The plan included regular visits by a public health nurs
OFCO monitored the case over the next month and a half, and contacted a supervisor when |
and safey visits had not been conducted as required. However, when neither these visits nor ¢
Safety Assessment had been completed in the six months folldtn@PS intaleand the CPS
investigaton still remained open, OFCO notified the Department of an advéngling.

U Violation of CA Practices and Procedure Guide, Section 2331 and RCW 26.4BD¥ZKa).
policy and state law mandate that CPS investigations must be closed within 60 calend
days and 90 calendar days respectively.

U Violation of CA Practicesd Procedure Guide, Sections 1120 and 283afety
Assessment must be completed within 30 calendar days from the date of the intake.

U Violation of CA Practices and Procedure Guide Sections 4420 ant\2&8ila CPS case is
open longer than 60 days, tHeepartment must conduct monthly health and safety visits
with the children.

DCYF Response:

DCYF acknowdged the CPS investigation and SafetgeSsment were not completed within
policy timeframes. They noted that the family was working with numerous medical providers a
a Public Health Nurse throughout the course of the investigation who didepaott further
concerns about neglecthe Deparhe nt ' s r es pons e iCRSlinvestigataralld t
completea relevant m-service training and the supervisor would continue to review laws and
agency policiewith the workerduring monthly supervisory meetings atrdinings.
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FAR case was not closed within the required time frame and monthly health and safety
visits did not occur.

An intakereporting a nine-yearold child presented with a bruise on their hip and expressed fear
of the mother was screened in to the CPS Family Assessmspoie (FAR) pathway. The
CPS/FAR caseworker met with the child two days later but made no further contact until five
months later when the only health and safety visit occurred. The FAR case was open for over
months and there was no documentation ththe parent consented to an extension, or
explanation why the case should remain oghis long In fact, it appeared to OFCO that for
several months no work was completed on this case.

U Violation of CA Practices and Procedures Guide, Section#2partment must
conduct monthly health and safety visits with children identified in a CPS case open lo
than 60 days.

U Violation of CA Practices and Procedures Guide, Section 2332 arRbREW30(13)CPS
FAR cases must be closed within 45 days, thavith parental agreement they may be
kept open up to 90 days.

DCYF Response:

The Department responded that the social worker and supervisor assigrib case were no
longer employed aDCYFTheoffice added time to their monthly unit meetings tasduss policies
and procedures. Additionalainingwas providedo help staff understand CPS/FAR policies and
the importance of timely case notes and conducting monthly health and safety visits in cases
longer than 60 days. The Area Administratordeweekly data reports to supervisors asking for
their unit’”s plan to c¢l os ®nonadsassions Bith CRSIFAR
social workers on performance measures during their monthly case revideseefforts resulted
in a decreasin the averagdength of time cases are open.

Child safety was not assessed in a timely manner.

CPSslid not assess the safety of two young children in a timely manner. A hospital social worke
called CP® report that a mother tested positive for amphetaminafier givingpremature birth
to a baby. The mother admitted to recent use of methamphetamine. Thénneot * s t wo
children, ages one and threwere also listed in the report. This intake was scezgkim for a CPS
“Risk Only” investigation. Within 72 hour g
the initial faceto-facecontact with the infant, who wabospitalized andn critical condition due
to being significantly prematuré few dag later, the CPS caserker met with the mother who
admitted to relapsing while pregnant. The mother confirmed that the two older children were ir
her care. However, the CPS ocaseker did not makdaceto-facecontact with the two older
children until twomonths after the CPS intake report was receivHte Safety #gsessment was
only completed three months after the CPS intake, leaving these two young children at risk of
harm in the care of their parent who recently relapsed.

U CA Practices and Procedufaside, Sections 2331 and 112PS must make fate-face
contact with children who are not identified as a victim or identified child in the intake,
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but who reside in the home in order to assess his or her safety and gather information
complete the Sadty Assessment. The Safety Assessment must be completed on all
children no later than 30 calendar days from the date of the intake to identify safety
threats and determine when a child is safe or unsafe.

DCYF Response:
The Department did not request a miéidation. The Area Administrator noted that the issue was
discussed with the caseworker and supervisor.

The safety of all children in the household was not assessed.

CPS did not assess the safety of all children in the home in the course of an investigation. CP
investigated an allegation of neglect of elevenyearold child. Two adolescents, ages thirteen
and sixeen, also resided in the hom&he investigtor completed the initial facgo-face
assessment with thelevenyearold in a timely manner. Th8afety Assessment and Investigative
Assessment were completed in FamLink within three weeks and the investigation determined
allegation of neglect to be Fodred. The case remained open fdhild welfareservicesDespite

the founded finding of neglect made by CR® ddolescenthildren were not interviewed until
approximately seven weeks after thavestigative Asessment had been completddaving their
sdety unassessed during this period of time

U CA Practices and Procedures Guide, Sections 2331 andCPI2Must make fate-face
contact with children who are not identified as a victim or identified child in the intake,
but who reside in the home in der to assess his or her safety and gather information to
complete the safety assessment. The Safety Assessment must be completed on all
children no later than 30 calendar days from the date of the intake to identify safety
threats and determine when a dtiis safe or unsafe.

DCYF Response:
The Department acknowledged the error made in this case and said the relevant policies and
procedures were reviewed lyaseworkers

The safety of all children in the household was not assessed.

CPS did not assess the safety of all children in the home in the course of an investigation. CP
received a referral alleging that a baby born prematurely was exhibiting respiratory distress.
mot her had not received prenat al care, te;{
birth, and admitted to use of both drugs. The referral also stated there were three other childre
in the household, ages two, four and nine. The next day,coPgleted the initiafaceto-face
contact with the newborn. Two weeks later, the agency removed the newborn and filed a petit
for dependency. However, there were no further efforts to see and assess the safety of the ot
children until a month latewhen CPS received a new report alleging medical neglect of one of
older children, leading to two more children being removed from the hddezause CREd not
assesshe other three children in the home within threquired 30 day timeframeit missedan
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opportunity to provideservices and support around théderc hi | d’ s mthad coalda |
potentially haverendered later removal of the children unnecessary.

U CA Practices and Procedures Guide, Sections 2331 andCPI2Must make fate-face
contact with children who are not identified as a victim or identified child in the intake,
but who reside in the home in order to assess his or her safety and gather information
complete the safety assessment. The Safety Assessment must be completéd on al
children no later than 30 calendar days from the date of the intake to identify safety
threats and determine when a child is safe or unsafe.

DCYF Response:

In response t@® F C @ridiag, training and coaching were offered to all staff iis garticular

office. A veteran supervisor recently joined the CPS investigation unit in the office to support 1
staff in ensuring compliance with policy in all cases.

Parent’s Rights

A four-year-old dependent child was placed on psychotropic medication without
parental consent or court order.

Afour-yearoldchidwas e moved fr om a tomlkgatonstof negleat related tod u
suspected parental drug use. After being placed in foster theechild was prescribed
medication to treat Attention Deficit Hyperactivity Disorder. Case records described the child 4
having some developmental delays and difficulties with-segdfulation. The child reportedly has
difficulty interacting with other bildren and hits, bites, and yells whie does not get hiway.

The child also reportedly struggles wileep, wakingip several times throughout the night. The
parents did not | earn of the chil d’ s dgurings
a parentchild visit. OFCO contacted the supervisor who confirmed that the child was taking
psychotropic medication, though the supervisor could not confirm exactly which medication it
or how long the child had been taking it. The supervisorfiomed that the caseworker was aware
the child was taking this medication but that she had niotained parental consent for its use a
court orderas required by policy. Although the casmkerlater obtained thep a r econseénts
OFCalid not find clar evidence thathe parent was provided sufficient information about the
medication,its potential side effects, and expected results to m#et standard for giving
“informed consent ”.

U CA Practices and Procedures Guide Section #5#lparent of the child in DCYF custody
must provide informed consent for the administration of psychotropic medications to th
child, unless the child is age 13 or older and competent to provide consent in his or he
own behalf. If the parent is unavallle, unable, or unwilling to consent to the
administration of medically necessary psychotropic medications¢éiseworkeshall
obtain a court order before the medications may be administered.
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DCYF Response:

DCYF sent the policy on psychotropic medicamanagement to all supervisors in the particular
DCEFS office with an instruction to review the policy with caseworkers at the next unit meeting.
The policy was also reviewed during the of

CPS did not notify the subject of an investigation that the allegation of child
maltreatment was “founded”.

CPS concluded that an allegation of neglect was foundedrdga ng t he mot her
sevenyearold child. State law and Department policy require CPS to notify the subject of a
substantiated allegation of the finding, and their right to request a rewoétine finding. The
mother only learned of theneglectfinding after applying to be a paidiegiverfor a disabled
adult, oneyear after the CPS investigation was completed. After bringing this error to the
Department’s attention, the mother recei V¢
her of her right to request administrative and jadil review of this decision. The leti¢érowever,
providedthe wrong mailing address wubmitthe review requestAs a result, two letters sent by

certified mail requesting review of the C
addr es s e therthenTrieceto coraact the CPS supervisor, but the phone number listed i
the findings |l etter was not a working num

contact the subject directly and accept hetephonicrequest for review.

0 RCW 26.4425 and CA Practice and Procedures Guide 2330BF staff must notify
subjects of CPS investigative findings in writing and provide the required information
regarding the steps to request a DCYF founded finding review.

DCYF Response:
DCYRgreedwithOF CO' s adverse finding anttdenotharthaeitc t
would review the founded finding.

A caseworker disclosed a parent’s confidential information.

A mother was involved in a dependency proceeding for her child and was gtsolmation for an
unrelated criminal offense. As part of the dependency case, DCFS asked the mother to take &
urinalysis test. The test was completed and results came back positive for methamphetamine
caseworker forwarded the results to the prosecgtin at t or ney’ s of fi ce
test result to the court i n a mo tforemncriniinal r ¢
offense OFCO found that the CFWS caseworker violated state law by disclosing confidential
information to the cnninal justice system. Disclosure of this informatiesulted in additional

conditions placed on the mother by the criminal court and could have resulted in revocation of
the mother’s suspended sentence and jail 1

i RCW 13.50.10@Records retained orrpduced by any juvenile justice or care agency may
be relayed to other participants in the juvenile justice or care system only when there i
an investigation involving a juvenile.
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DCYF Response:

The Department responded that the caseworker and supervisor did not fully understand the
limitations on sharing information with the prosecutor, andtraining in confidentiality will be
provided to all staff in the DCFS office.

CPS did not notify a non-English speaking parent that he had been reported to CPS, did
not provide an interpreter as required, and did not notify the parent of the CPS finding.

CPS received an intake alleging that a father was intoxicated and unable to adequately care f
medically fragiléwo-yearold child. The father spoke Spanish and during the investigation the C
caseworker used a language line interpreter to attempt to interview the father by phone, but th
father reportedly hung up at the start of the conversati®@ased on other information gathered
during the investigation, CPS made a founded finding of neglect by the father. OFCO found th
DCFS did not notify the father in writing of the finding and his right to appeal, as required. The
was a draft letter tahe father written in English uploaded to FamLink but it was never mailed t¢
him, and the letter was never translated into Spanish. OFCO contacted the CPS supervisor w
advised that the letter would be translated and sent to the father.

Sometime latera second CPS report was received allegfiagthe father threw one of the
children into the car while intoxicate@ndpreviouslyengaged in domestic violenc&his report
screened in to the FAR pathway. Two months after this intakee ina caseworkeattempted to
contact the father by phone and left two messages. An interpreter was not used when leaving
these message The FAR case was closeddhme daythe messages were lefThe failure to

make timely contactvith the fatherthrougha Spanish intgareter and allow a reasonable amount
of time for him to respond, precluded am§forts to engage him in the FAR process.

0 CA Practices and Procedures Guide Section 2Z5E9BCW 26.44.100CYF staff must
notify subjects of all approved CPS investigative findings in writing and orally, whenev
possible, whether founded or unfounded and provide required information regarding th
steps necessary to request a founded finding review.

U CA Pratices and Procedures Guide Section 2332 and RCW 26.43Q¥B.must notify the
parent of any allegations of child abuse or neglect made against them at the initial poir
of contact. Parents must be notified of a FAR referral and the Department mustrexplai
FAR and inform the parent of their rights.

0 WAC 38871-0020.The Department must provide an interpreter if a parent has trouble
speaking and/or understanding English and a bilingual worker is not available.

DCYF Response:
The Department had the findgs letter translated and mailed to the father after being alerted by
OFCO.
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Family Contact and Visitation

The Department did not provide consistent visitation between a parent and dependent
child.

The Department did rmothsprsdwindé€ “vfirsd d se rbtet
dependent childas required A13-yearold youth wasremoved fromthemot her ' s car
shelter care ordestipulatedmonitored visits between the youth and rtieer at a minimum of

two times perweek for two hoursgach as wel | as | iberal mo ni t
caregiver facilitated visits for a few months until conflicetween the caregiver anplarent arose
resulting in he caregiver s u n wi | bntinugwitle teisarrangemeniThe Departmen
arranged acontracted visitatiorprovider and visits occurred for approximately two months. The
mot her’'s attendance however was sporadic i
next three months parenthild visits did not occur despitetmot her ' s regul ar
caseworker and her request for visits. When initially contacted by the Ombuds, the Departmel|
acknowl edged the parent’s right to visitat
Department social worker until a camicted provider was arranged. In its findings notification
letter, OFCO noted that a shortage of contracted visit providers contributed to the lack of pare
child visits.

0 RCW 13.34.13&/isitation is the right of the family, including the child and the parent, in
cases in which visitation is in the best interest of the child. Early, consistent, and frequ
visitation is crucial for maintaining pareahild relationships and making it pible for
parents and children to safely reunify. The Department shall encourage the maximum
parent and child and sibling contact possible, when it is in the best interest of the child
including regular visitation and participation by the parents in thee®f the child while
the child is in placement. Visitation shall not be limited as a sanction for a parent's faily
to comply with court orders or services where the health, safety, or welfare of the child
not at risk as a result of the visitationisiation may be limited or denied only if the court
determines that such limitation or denial is necessary to protect the child's health, safe
or welfare.

DCYF Response:

The Department noted that a caseworker was currently conducting visits betvneemother and
child once per week while they continued to search for a contracted visitation provider or othe
relatives willing to facilitate visits. The office provided training to caseworkers to understand th
importance of following laws and policiesgarding providing consistent and frequent visitation.
Supervisors engaged in discussions with caseworkers about the visitation policy during month
reviews. The issue of visitation policies and concerns was added as a standing discussion ite
Ar e a A d mbs meetsids with tsupervisors.
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The Department did not provide court ordered visits between three dependent children
and their mother for over two months.

OFCO was contacted with concerns that court ordered visitation between tiaeendent

children and their mother was not occurring. Coordinating amaintaining consistent parent

child visis has been difficult throughout the life of the case due to various factors includiig:

of transportation; the mother missed visits on @sion; and the three children were in separate
placements, sometimes across the state from one another. At one point, the court also ordere
that an entity other than the Department supervise visits. For two months after the court enter
this restriction,the Department was unable to secure a visit supervisor, despite diligent efforts
the caseworkerThe lack of consistent visits significantly disruptednification effortsas Triple P
Parenting Program services were cancelled becatiiee lack ofparentchild contact

OFCO noted its finding was not a reflection of the efforts made by the Department to comply \
court ordered visits, but rather that this case illustrates an apparent lack of suffigstation
resourceswhich had a tangible mative impact on timely reunification

0 RCW 13.34.13&isitation is the right of the family, including the child and the parent, in
cases in which visitation is in the best interest of the child. Early, consistent, and frequ
visitation is crucial fomaintaining parenthild relationships and making it possible for
parents and children to safely reunify. The department shall encourage the maximum
parent and child and sibling contact possible, when it is in the best interest of the child
including reglar visitation and participation by the parents in the care of the child while
the child is in placement. Visitation shall not be limited as a sanction for a parent's failu
to comply with court orders or services where the health, safety, or welfarheo€hild is
not at risk as a result of the visitation. Visitation may be limited or denied only if the cq
determines that such limitation or denial is necessary to protect the child's health, safe
or welfare.

DCYF Response:

The Department requestl reconsideration of this finding, citigh e ¢ a s enultiple k e r ’
attempts to get visitation set up and that phone contact between the mothercanidirenwas
occurring during théwo-month period. In this specific case there was a court order that preed
t he Department from supervising the mot het
occurred.

DCYF fails to facilitate visits and other contact between two siblings in out of home care

Two dependent siblings, now ages four aight, entered state care in 2014. They remained
together through multiple placements until April 2Q18hen theyounger childvas placed with
her father. In August 2015, ithchild was again removed from parental canel placed in
residential care and #nina group homé hat coul d meet t hTheeothéri |
sibling remained in licensed foster care and \eder placed with a relative. The Ombuds found
that the Department had only arrandehree sibling visitever athree-yearperiod. Thefirst visit
was in July 2016, and the next two visits occurred in March and May 2017. Department policy
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states that siblings pl aced #ofawe visitsbrwdntadts, h
unl ess there is an ap fherowaend appravedeepception,@a@FCO | |
made an adverse findingthath e Depart ment ' s failure to f
prevents these children from preserving and maintaining their relationship.

U CA Practices and Procedures Guide, Set#64 DCYF will ensure that siblings placed
apart will have two or more monthly fade-face visits or contacts, unless there is an
approved exception.

DCYF Response:

DCYF responded thafter being contacted by OFC@he electroniqFaceTimvisitwas

facilitated forthe siblings. Th®epartmentstatedit wasworking with each placement to acquire
a wireless tablet to use the Skype applicationthe siblingdo see each other on a more frequent
basis. OFCO noted t he De psaapamte arfarigaceto-face p o n ¢
visitation between the siblingfwo monthsaf t er t he Depart ment ' s
the initial FaceTime visitasdocumented as having occurred.

Caregiver Issues

DLR did not fully assess a foster parent’s character and suitability.

DLR failed to conduct an adequate home study on foster parents who subsequently failed an
adoption home study due to history that predated their initial foster care license. The foster
parents had been licensed sin2@13. In 2015, two siblings were placed in this foster home and
2017, a third sibling joined the older children. The foster parents were identified as possible
adoptive parents for these three children, and in 2018, were referred for an adoption harde st
updae. The DLR cas®rkerassigned to théhome study update reviewed Department records
pre-dating licensing of these foster parents in 2013. These records revealed allegations of phy
abuse and medical neglect by the foster mother andcerns osexual and physical abuse by the
foster father. The foster father had a biological child who was adopted by family friends/neight
when the child was six years old. Based on these records, the siblings were removed from thi
home and the adoption homewsdy denied. The Departmeniolated department policy by not
reviewing readily available records and thoroughly assessing the character, suitability and
competence of tkesecaregives before licensing the home in 2013 and placing children there.

U CA Pratice and Procedures Guide, Sections 5110 and #886me study for those
wishing to be licensed as a foster parent must include an assessment of the competer

and suitability of the applicants. Thi
backgpund i nformation and other informat:i
hard files.
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DCYF Response:

The Department agreed with OFCO’'s finding
has taken steps tprovide training for licensorsn the appropriate use of archived FamLink files
to assess character and suitability of foster care applicants

The Department did not adequately assess a non-licensed caregiver’s history prior to
placing children in their care.

DCFS did not adequatedgsess a nalicensed caregiver prior to placing five children in this
person’'s care. Although DCFS compl eted a
records, it missed this person’ s f osedénrhisc
home, the caregiver applied for a foster care license. Througlfoter care licensepplication
process, the Department learned this person had previously been licensed, and had several
licensing infractions for inappropriate disci@idack of supervision, boundary issues, and
concerns about her ability to meet the needs of foster children. Licensing records indicated th
person had struggled with significant mental health issues and resigned as a foster PeTER.
violated departnent policy by not reviewing readily available records and properly assessing tH
character, suitability and competence of this caregiver before placing children in her home.

U CA Practice and Procedures Guide, Section 45274 & Operations Manual Section, 552
DCYF must assess the character, competence and suitability of a placement before pl
a child with an unlicensed caregiver.

DCYF Response:
The Department acknowledged the facts of
would receive addional training regarding prplacement FamLink history searches.

The Department did not complete a home study in a timely manner.

Athree-yearold child was placed with her grandparents following a Shelter Care hearing. DCH
did not refer the relative caregivers for a home study until over one g#tar the initial
placement Due to several changes in home study workers, it took DLR 14 monththafter
referral for the home study to be completed, at which paim¢ home studywas denied due to
concerns about ardcter agdsudtabiity elatiegn their CPSdiktory over an
extensive period of time. Because the home study was notptet®ad in a timely manner, the
child resided in this home for over two and a half years before concerns regarding this relative
placemen were identified. The childow faces the possibility of being remov&al-CO made an
adverse finding that there was amreasonable delay (over a year) by DCFS in referring the
relatives for a home study, and further unreasonable delay by DLR in completing the home st
once it was referred.

U CA Practices and Procedures Guide, Section 4bB&Department must refer rafives
for a home study within thirty days of placement in order to further assess the characte
competence and suitability of the caregivers.
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DCYF Response:

The Department noted that staff turnover was a significant factotributing to the delayn the
home study. During this perig®LR in tis regionof the stateexperienced almost a 100 percent
turnover rate and there were three different home study workers assigned to this D&deS
stated that foll owing OF @énhsfer précésstd ensure thati t
caregivers are referred for home studies at the timeasge staffing.

Unreasonable delay in the foster care licensing process resulted in prospective foster
parents withdrawing their application.

Prospective fosteparents submitted a Family Home Study Application to DLR, in December 2(
The applicants were previously licensed through a private agency from November 2004 until
August 2006when they moved out of state. The private agency documented the foster parent
left in “good standing” and they “would wg¢
future”. I n January 2018, a DLR Ilicensor
schedule a home visit once the required paperwork was submittegl liténsor also informed the
prospective fost e'onpahreerntls stth’e yo fwepreen d‘i In2g
the prospective foster mother followed up with the licensor to confirm that allréguired
paperwork except the Tuberculogisst and physical exam reports had been received. The licen
confirmed receipt of the paperwork. In February 2018, the licensor completed a home inspect
and indicated the home was “al most ready
mother f ol | owed up with the |Iicensor on a f ¢
were up to date. In March 2018, the licensor conducted a second home inspection and concly
the home met all licensing requirements. However, due to worklsadss, the licensor was not
able to complete the written home study in a timely manner. In June 2018, DLR notified the
prospective foster parents that they needed to update their CPR and First Aid training as it ha
now expired. Also missing from theirfilvere their medical reports, which the prospective foster
parents reported had been submitted and presumably either lost or misplaced by DLR. Frustr
by thisseverrmonth delay and still not being licensed, the prospective foster parents withdrew
their application in July 2018.

0 OFCO finds that the delay in the licensing process was clearly unreastnetbte.
workload, the licensor was not able to write up the licensing home study until five mon
after DLR received t hfiee morahsiforID¥R teinfamtpe i c
prospective foster parents of missing paperwork, and subsequently expired training, ai
the prospective foster parents had asked several times whether there was anything els
needed. The adverse impact of this outosis the loss of a foster family resource, a
particular blow to a child welfare system desptely short of foster homesiven the
agency’'s concerted efforts to recruit
seemingly could have been quicklydeseamlessly licensed given their past foster care
experience, is especially unfortunate.

DCYF Response:

DCYF noted that the foster care licensing team was sad and discowvagadhis prospective
foster family withdew their application They noted tht the assigned DCYF licensor was
experiencing a backlog at the time the application was received. The Depantesaited to have
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staff and managers monitor pending applicationsre closelyto ensure timely mitigation of
possible issues.

Four dependent children were placed in a foster home that was already at its capacity
for foster children.

The Departmentequested placement dbur siblings ira foster home that waalready atits

license capacity of three children. The foster parents agjtegake these four additional children.
This placement error was in part due to confusion over whether the foster parents were a rela
placement for these four siblings. As a result, a records review did not identify them as foster
parents or recognizthe licensing capacity issue. Ténercapaciy continued forseven months
before the Department took action, even though health and safety visits noted there were up t
eight children in the home, and identified the caregivers as foster parents. Ultimately, all childt
were removed from this home. Foster parentve a duty to only accept placements within the
parameters of their license and to inform their licensor of individuals moving into the home.
However, the Department also has a duty to assess caregivers prior to placement. Had the
Department identified thee caregivers as licensed foster parents and realized they were at
capacity, these foster parents would not have been placed in the difficult position of refusing t
accept relative/fictive kin children. Placement disruption for the children in this hore mave
been avoided.

U CA Practices and Procedures Guide Sections, 45274 andiriigMepartment has a duty
to assess the character, competence and suitability of a caregiver prior to placement.

DCYF Response:
The Department acknowledged the errors aean this case and the Area Administrator followed
up with casework, supervisory and clerical staff to ensure this issue does not arise again.

Unreasonable decision to place a dependent child in a foster home with two existing
unstable placements.

OFCO found that the Departmemiade an unreasonable decision to place a dependent child in
home that was over capacity and in which there were existing concerns about the care of fost
children in the home. These foster parents were licensed to caregddo two children, ages 9 to
15 years old, and were caring for two siblings ages 8 and 13. At a case meeting, the Departm
identified concerns that the foster parents were not consistently meetingweec hi | dr e n
needs. Specifically, the childrenchenissed multiple counseling appointments and school days,
and the foster parents were not providing appropriate sleep environments for the children. The
Department was planning to move the children to a different foster home. However, before the
two sidings were moved, the Department placed a third child, age 9, in this foster heith®ut
seeking the required admini st r at.iThishirdahidhado
alreadyexperienced multiple placements and exhibited signifidagftavioral challenges at school
and home including extreme defiance, and physical and verbal aggression. The decision to pl
this child in a foster home that exceeded its licensed capacity, while simultaneously seeking t
remove two siblings because tli@ster parents were not adequately meeting their needs,
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increased the risk of harm to all three children and signaled conflicting messages to the foster
parents as to their ability to care for children with special neétis the required administrative
approval for overcapacity placement been sought, it likely would have been denied under thes
circumstances, avoiding an additional unsuccessful placement f@&-yearold child.

DCYF Response:

TheDepart ment agreed wi Arka AGmmiSi@torsoted thenadficerwdl , g
evaluate ways to improve communication and cooperation between-cassing social workers
and the placement desk staff whomtactfoster parents to identify placements. The placement
coordinator will receive trainingtarip | ement DCYF’' s pl acement p

Unreasonable delay in reimbursing foster parents for respite care services

OFCO found that foster parents who provided respaeefor dependent children experienced a
five-month and a sevemonth delay respectively in receiving reimbursement for the provision o
respite care services on two separate occasions. The foster parents contacted the Departmer|
phone and email on multipé occasions to try to resolve the issue but were not successful. Tim
reimbursement for respite care is essential to building an effective system of respite care supj
for foster parents, and improving foster parent recruitment and retention.

DCYF Response:
Once OFCO brought this issue to the aangthe
foster parent received the reimbursements

Other Findings

A five-year-old child in state care did not receive mental health counseling

Afive-yearold child wasremoved from parentatare due to allegations of physical abuse. The
child was seeing a counselor prior to entering state carehill Eealth and Education Tracking
(CHET3creen dated one monthfter entering caredetermined thischild required further
evaluationby a mental health préessionalas well as clarificatioaf whetherthe child could
continue seeing his counselor or nemth new referral. Counselling services for the child were
stoppedentirely a couple of months lateAnother couple of months lateithe court ordered that
the childreceivemental health treatments well asan updated developmental assessment. An
appointment wagpromptly scheduled to take the child to his previous counselor for one more
visitbeforetransferingto a newprovider. Approximately four months later, howevehé foster
parent reported that the child was not enrolled in any mental health seryiweshad arupdated
developmental assessmeheencompleted. The child was returned to thmot h e r " after c a 1
almost a year in state cakeith a lengthy disruption ofnental health treatmentT he ¢ hi | ¢
treatment resumed aftethe returned home. OFCO found the lack of services to this child whil
state care, to be clearly unreasonable.
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DCYF Response:
Theof f i ce’ s s uiscgsadihe reedyo thorewmhty review CHET reports and court
reports regarding services for children to make sure they are referred in a timely manner.

Seven-year-old dependent child is left in adult psychiatric facility for one month

OFCO found that a lack of suitable placement resources for foster children with special needs
resulted in a highly inappropriate and medically unnecessary extended hospital stagefosra
yearold dependent childjn an adultpsychiatric unitThe childvast aken t o t he h
emergency psychiatric unit due to assaultive behavior towards his foster parents and other fos
children. The next day, hospital stafintacted he Departmento inform that the child could not
be treated in their adult psychiatric unit, and furthermore thhis childdid not meetthe criteria

for inpatient hospitalizationTheDepartmentbegan a diligent search for a suitable placement, bt
was unable to loca&ta placement for over a month. Ttesvenryearold childtherefore remained

in the adult psychiatric unit for 32 dapefore being moved to an owdf-state group care facility
Over ths period hospital staff continued to call the Department, voicingcar ns f or
safety, reiterating that the psychiatric unit was not designed to provide services to children; wé
not designed to be a long term care option for anyone; aaén acute care facility for adults with
mental health crisesvas a physially and emotionally unsafe place for a child.

The Department acknowledged these concerns but lacked an available placement for the chil
addition to the tremendous i nappropriaten:¢
were completely nmet during his hospitalizatiorThis child did not receive any kind of schooling
during the month he was at the hospit&élospital staff reported that the child was bored and
lacked appropriate social interaction with peers and adults during his stalye d®spital was
unable to meet the child’s social, emoti o

i OFCO found it clearly unreasonable under the circumstances to lesxeryearold
child in an adult psychiatric emergency department against medical advice for 82 day
This extended hospital stay without medical justification was not only harmful to the ch
according the medical professionals involved, it does not represent a recognized
placement for children in DCYF care. Furthermore, this situation soured reldigiween
the hospital and the Department.

U CA Practices and Procedures Guide, Section 4202%&hochged children in out of home
placement will attend public school, unless they are court approved for a different
educational setting.

DCYF Response:

The Depart ment diadversgfindingsand veguested @nrodif@atien of both
findings The Department recounted itefforts to find alternate placements for the child, both in
state and out of state. Thegeng recognized that the hospital wanot a suitable placement for
the child but stated itdid not have any other options that could mdeth e  csignifitadt’ s
mental health needsOFCO acknowledged these fagpheldits findings.
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Mandated reporters experienced unreasonably long wait times when trying to report
suspected child abuse or neglect to CPS intake

OFCO received a complaint from a mandated reporter who said that over the past two days, |
had been on hold with CPS intake for two hours trying to report alleged physical alashild
with autism. This individual tried calling both the statewide intake lIR@§&ENDHARM) and the
local office but still could not get through. Two other complaints were ntadeFCy school
officialsabout long wait times to make a report @©@PSThe first school counselor told OF€lte
wason hold trying to make a report for 45 minutes before hanging up. Wdterctalled baclshe
waited 20 minutes before the call was answered. When the counselor told intake staff they hal
multiple reports tomake,she was told that intakeould only take one report at a timeo new

calls needed to be mader each subsequent report. The second school counselor told @ECO
called CPS intake twice in one week in an attempt to make a report of suspected alusach
time had to wait 45 minutes for the call to be answered.

In the notification ofits adverse findingOFCO cited its own experience calling CPS intake to rey
suspected child maltreatment. An Ombudaited 25 minutes for the call to be answerdd.
addition, while investigating other complaints OFGkservedcase notes from DCYF caseworkers
who alsohad long wait times when making a CPS report. One caseworker waited 20 minutes
before having to end the call without making the report due to a resiengagement, and the
other waited on hold nearly an hour before reaching intake staff to make the report.

DCYF Response:
The Department responded that the number of calls made to Central Intake has increased
substantially, particularly the number of emergent calls. Central Intake has not received the
additional staffing necessary to respond to the increased call volume. \owihey have taken
the following steps in an attempbd improve call response times:
1 Improve efficiencies to decrease time on the phone with the referent;
1 Changing staffing patterns to have more staff available during high volume periods;
1 Implemented anew automated phone system for receiving calls to Adult Protective
Services, which is intended to reduce strain on calfShitdd Protective Serviceand
1 Initiated a project to identify problem areas in the entire intake system to eliminate
inefficiences and increase productivity.
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OFCO STAFF

Director Ombuds

Patrick Dowd is a licensed attorney with public defense experience representing clients in dependency, termination of parental
rights, juvenile offender and adult criminal proceedingteewas also a managing attorney with the Washington State Office of
Public Defense (OPD) Parents Representation Program emibpsly worked for OFCO as amiauds from 1999 to 2005

Through his work at OFCO and OPD, Dswd has extensive professional exgece in child welfare law and policivr.

Dowd graduated from Seattle University and earned lidsat the University of Oregon

Ombuds

Cristina Limpens is a social worker with extensive experience in public child welfare in Washington Btaieto joining OFCO,

Ms. Limpens spent approximately six years as a quality assurance program manager for Children's Administration working to
improve social work practice and promote accountability and outcomes for children and faniiies to this work Ms

Limpens spent more than six years as a caseworker working with children and families involved in the child welfare system
Ms. Limpens earned her MSW from the University of Washing®ime joined OFCO in June 2012

Ombuds

Mary Moskowitz is alicensed attorney with experience representing parents in dependency and termination of parental rights
Prior to joining OFCO, Meloskowitz was a dependency attorney in Yakima County and then in Snohomish .Coatiyas

also represented children in Risk Youth and Truancy proceedings; and has been an attorney guardian ad litem for dependent
children Ms. Moskowitz graduated from Grand Canyon University and received Bidram Regent University

Ombuds

Elizabeth Bokan is a licensed attorneywit e xperi ence representing Children’s Admini
Office In that position she litigated dependencies, terminations, and day care and foster licensingRasgsusly, MsBokan

represented children in At Risk Youth,l@hn Need of Services, and Truancy petitions in King Cofmigr to law school she

worked at Youthcare Shelter, as a youth counselor supporting young people experiencing homelddsnBs&an is a

graduate of Barnard College and the University afstWngton School of Law

)

Ombuds

Melissa Montrose is a social worker with extensive experience in both direct service and administrative roles in child protection
since 2002 Prior to joining OFCO, Mdontrose was employed by the Department of Farailyl Community Services, New

South Wales, Australia investigating allegations of misconduct against foster parents and making recommendations in relation
to improving practice for children in owf-home care Ms. Montrose has also had more than five yeafexperience as a
caseworker for social services in Australia and the United Kingdom working with children and families in both invesigétions
family support capacityMs. Montrose earned her MSW from Charles Sturt University, New South Walesalfsustr

Ombuds

Colleen Hinton is a licensed independent clinical social worker with broad experience working with children and families. Prior

to joining OFCO in 2000, she provided clinical assessments of children in foster care through the Foster Care Assessment

Program, and providettaining on child maltreatment to community professionals through Harborview Medical Center. Prior to

this wor k, Ms . Hi nton provided child abuse evalwuations and t
worked as a therapist for the Heebuilders intensive family preservation program in King County. She is a graduate of the

University of Natal in South Africa, and earned her MSW from the University of North Carolina at Chapel Hill.

Special Projects / Database Administrator

Jessica Birklid is a public policy professional with experience in child welfare policy and research, health care, and
organizational developmentPrior to joining OFCO she helped hospital patients navigate the healthcare system and understand
their rights and responsilities. She also spent time conducting research and administratively supporting the Washington
Commission on Children in Foster Care, with the goal of improving collaboration between the courts, child welfare paidtners an
the education systemMs. BirKid is a graduate of Western Washington University and the University of Washington Evans
School of Public Policy and Governance
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